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1949—-OSTEOPATHIC CHRISTMAS SEALS— 1949 
DIAMOND JUBILEE ISSUE 


This 19rH ANNUAL Issue of Osteopathic Christmas Seals marks the expansion of 
the campaign to include OsteopatHic ResgearcH. This campaign offers an oppor- 
tunity for the profession to share more actively in the advancement of the osteopathic 
research program as well as to continue to assist the 
StupENT Loan Funp. The widespread use of the seals 
is also a means of acquainting the public with osteopathic 


aims and needs. Your continued support is requested. 


OSTEOPATHY 


New (4th) 
Edition 


Not a book of formulas but one of interpretations! 
Such was the basic plan of the previous three editions, 
and there is no doubt that this practical approach 
accounted for much of the book’s widespread popu- 
larity. The same plan prevails in this New (4th) 
Edition—the authors bridge the gap between labora- 
tory and bedside by explaining to you exactly what 
the findings of biochemical tests mean in terms of 
clinical medicine. 


Another important feature is the remarkably com- 
plete index, set up in the following fashion : 


1. Under each disease you will find listed all bio- 


W. B. SAUNDERS COMPANY 


Cantarow & Trumper’s Clinical Biochemistry 


chemical abnormalities commonly associated with 
that disease; and 


2. Under each biochemical finding there is a list of 
all diseases which may produce such a finding. 


Think of the time and effort this comprehensive in- 
dexing system will save you. It is virtually a review 
—in itself—of the facts you want to know about bio- 
chemistry and its relation to disease. 


All material is, of course, completely up-to-date in 
the New (4th) Edition. ; 


By AsranamM Cantarow, M.D., Professor of Biochemistry, Jefferson 

edical College; and Max. Trumper, Ph.D., Cmdr., H(S),; USNR, 
Lecturer in Clinical Biochemistry and Basic Science Coordinator, 
Naval Medical School, National Naval Medical Center, Bethesda, Md. 
642 pages, 6” x 9”, illustrated. $8.00. 


West Washington Square, Philadelphia 5 
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Advise the arthritic to have an appointment with himself twice daily— 


arthralgesic unguent 


to painful joint and muscle areas. Relief from musculoskeletal discomfort after a single 


application is gratifyingly rapid, in a matter of minutes, and is of long duration, extending 
up to six hours following concomitant exposure of the affected parts to moist or dry heat. 
Why does Arthralgen work so well? Its special formula advantageously blends the old and 
the new in local therapy. Rubefaction due to thymol and menthol plus analgesia due to 
methyl salicylate are synergistically combined with the unique vasodilating action of 
methacholine chloride. Arthralgen dilates both capillaries and arterioles. The resulting 
active hyperemia tends to counteract the vasospasm found in articular and non-articular 
rheumatism, relieves pain and discomfort and brings a welcome feeling of deep warmth and 


relaxation. All this is facilitated by Arthralgen’s special ointment base containing selected 
wetting agents which enhance surface penetration and facilitate speedy effectiveness of 


the active ingredients. 
Arthralgen is beneficial in the treatment of arthralgias, myalgias and neuralgias— sprains, 


lumbago, synovitis, bursitis, neuritis and myositis. In chronic arthritis, — is a valu- 


able topical adjunct to systemic therapy. 
Arthralgen, Arthralgesic Unguent, contains 0.25% methacholine chloride, 1% thymol, 10% 


menthol and 15% methy! salicylate; available in 1 ounce tubes and half-pound jars. 
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there are more Picker ‘‘Century’’ 100 ma 


x-ray units actively in use than any other 


similar apparatus. 


The ‘‘Century”’ owner is a 
Let your local Picker 


man show you why 


PICKER X-RAY CORP. 300 FOURTH AVE. NEW YORK 10. 
There are Picker Service Depots and Sales 
Offices in principal cities of the U. S. and 
Canada: all alertly at your service in provid- 
ing x-ray apparatus, accessories, and supplies. 
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CLINICAL INTERPRETATION 
OF LABORATORY TESTS 


This new book brings together the laboratory and the 
clinic. It presents ready information on the interpre- 
tation of laboratory tests and the most helpful labora- 
tory procedures applicable to the diagnosis of a given 
disease. Each disease is briefly outlined and followed 
by « list of changes to be expected in the examinations. 


By RAYMOND H. GOODALE, B.S., M.D., Pathologist at the 
Worcester City Hospital, Belmont Hospital, and Fairlawn 
Hospital, Worcester, Mass., etc. 


NEW 622 Pages (6"x9") 107 Illustrations, 3 in Color $6.50 


ACUTE MEDICAL DISORDERS 


This book was written from the personal experience 
of the author. It clearly and simply presents the 
diagnostic procedures and methods of treatment which 
up to this time have been found most helpful in the 
management of the acute disorders—on the spot. 


By FRANCIS D. MURPHY, M.D., F.A.C.P., Professor and 
Head of the Department of Medicine, Marquette University School 
of Medicine. 


NEW THIRD EDITION 584 Pages (6"x9") 29 Illustrations $7.50 


MEDICINE THROUGHOUT 
ANTIQUITY 


An inspiring account of medicine as it was conceived, 
developed and practiced by the various peoples of 
prehistoric antiquity up to the end of the Greco- 
Roman period in 476 A.D.—the date when most his- 
tories of medicine begin. A veritable history of human 
development. 


By BENJAMIN LEE GORDON, M.D., Member American Asso- 
ciation of the History of Medicine, Author of The Romance of 
Medicine. Foreword by Dr. Max Neuburger. 


NEW 840 Pages 157 Illustrations $6.00 
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Davis’ LEADING NEW BOOKS 


BLOOD AND PLASMA TRANSFUSIONS 


The technical and clinical phases of blood and plasma 
transfusions are brought together in this new book. 
It offers the clinician a practical guide to therapeutic 
applications and the laboratory worker, a detailed 
guide covering all phases of the work. 


By MAX M. STRUMIA, M.D., Sc.D. (Med.), Associate Professor 
of Pathology, Graduate School of Medicine, University of Penn- 
sylvania and JOHN J. McGRAW, JR., M.D., Instructor in 
Pathology, Graduate School of Medicine, University of Penn- 
sylvania. 


NEW 508 Pages (6”x?’) 124 Illustrations $7.50 


CLINICAL NEUROLOGY 


This new enlarged edition includes all the neurological 
conditions which the practitioner may encounter in 
daily practice. The clear concise discussions of diag- 
nostic tests and procedures, the practical and proved 
therapeutic measures, based on large clinical experi- 
ence, are presented. 


By BERNARD J. ALPERS, M.D., Sc. D. (Med.), Professor 
of Neurology, Jefferson Medical College, Philadelphia. 
NEW SECOND EDITION 
862 Pages (6%4"x!0") 240 Illustrations, 58 Tables $9.50 


PAIN SYNDROMES 


This is the new third edition of Segmental Neuralgia 
in Painful Syndromes, giving detailed methods of 
injection therapy for the control of pain. Methods of 
paravertebral block are clearly presented and _ illus- 
trated. Diagnosis, treatment, physical therapy—all are 
described step by step. 

By BERNARD JUDOVICH, M.D., Instructor in Neurology, 

Graduate School of Medicine, University of Pennsylvania, and 


WILLIAM BATES, F.A.C.S., F.I.C.S., Professor of Surgery, 
Graduate School of Medicine, University of Pennsylvania. 


NEW THIRD EDITION 374 Pages 181 Illustrations $6.00 


ARTHRITIS AND RELATED CONDITIONS 


This is an authoritative work that was written . by 
practicing physicians to meet the needs of practicing 
physicians. The successful treatment of thousands of 
patients in America’s oldest arthritic clinic are pre- 
sented. The authors explain such effective treatments 
as the physician can readily apply. 

By THEODORE F. BACH, M.D., F.A.C.P., Assistant Professor 


of Medicine, Graduate School of Medicine, University of Penn- 
sylvania and 10 Contributors. : 


486 Pages 146 Illustrations $6.50 


CLINICAL UROLOGY 


Readily available diagnostic and treatment facilities 
are so emphasized and organized as to be of immediate 
aid in the office or at the bedside. The numerous 
technics have been amplified in accordance with the 
latest approved methods. 


By LOWRAIN E. McCREA, M.D., F.A.C.S., F.1.C.S., Clinical 
Professor of Urology, Temple University Medical School. 


NEW SECOND EDITION 


515 Pages 263 Illustrations (7 in color) $6.50 


Please send books listed below and charge to my account. 


Name 


F.A. DAVIS COMPANY, 1914 Cherry Street, Philadelphia 3, Pa. 
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effervescent saline laxative 
which acts by osmosis to 

produce soft fluid bulk .. . 
stimulates peristalsis . . . 


promotes prompt but gentle 


evacuation. 


HH 


1H 


Product of BRISTOL-MYERS « 19 West 50th Street, New York 20 
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Ne concept control 
nasal congestion I 


This new synergistic combination, Antistine to block the congestive 
action of histamine, and Privine to shrink nasal mucosa, provides 
prompt, prolonged relief of nasal congestion. 

” It has been established that ‘the decongestant action of Antistine- 
Privine in many instances appears to be more intense and prolonged 


than from either solution alone.’* 


DOSAGE: 2 to 3 drops in each nostril 3 or 4 times daily. 
1. Friedlaender & Friedlaender: Amer. Pract. 2:643 (June) 1948. 


ANTISTINE-PRIVINE, aqueous solution of Antistine 0.5% and Privine 0.025%, 
in bottles of 1 fl. oz. with dropper. 


PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 
Antistine (brand of antazoline HCl) Privine (brand of naphazoline HCI) T. M. Reg. U.S. Pat. Off. 2/1820m 


Antistine-Privine 
NA‘'S AL SOLUTION 
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more drive in life... 
sparked by citrus fruits and juices! 


Among foods that fuel the human 
engine, citrus “fruits and juices 


have a high energy output, 


their natural fruit sugars providing 

quick energy without digestive burden.”* 
Equally abundant is their vitamin C 
content ( prerequisite of tissue health and 
vigor ),° and other nutritional factors* se 
necessary for buoyant good health. In their 


remarkable nutritional enhancement of 


stamina,° growth,‘ and resistance to disease," *Citrus fruits—among 

and their ready patient acceptance, citrus fruits sources of Vitamin C 

—also contain vitamins 

must be ranked among essential Ioods... A, B, and P, readily 

whether fresh, canned, concentrated or frozen... rt uae, end 

in pre- or postoperative supportive therapy, during a = 

pregnancy and lactation, or for infants and children. _citrates and citric acid. 


References: 
FLORIDA CITRUS COMMISSION 1. Gordon, E. S.: 


LAKELAND, FLORIDA Vitamin ‘Therapy in 
General Practice, Year 
Book Pub., 3rd ed., 1947. 
2. Manchester, T. C.: 
Food Research, 

7:394, 


McLeste 


ane "Diet, 
‘ * Saunders, 4th ed., 1944 
4. Rose, M. S.: Ross's 
Foundation of 
MacLeod a: 


Macmillan, ath ed 
Oranges: Grapefruit -Tangerines a. Sherman. H. C.; 
(Macmillan, 
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Facilitating Bowel Movement 
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* 
plain 
‘WARNER 

AGORAL" PLAIN ‘WARNER’ is a specially processed, thoroughly homogenized 
emulsion of mineral oil, an agar gel, tragacanth, acacia, and egg-albumen. The 
homogenized emulsion mixes freely with the intestinal contents helping to form 
and maintain a soft mass. In addition, AGORAL* PLAIN provides lubrication which 
facilitates passage of the feces through the intestinal canal. 

AGORAL* PLAIN is particularly useful in cases in which intestinal irritants or 
cathartics are contraindicated or not required. AGORAL* PLAIN has a mild, non- 
irritating, gentle action. Anal seepage, a usual occurrence with mineral oil and 
mineral oil emulsions, does not occur with AGORAL* PLAIN. 

AGORAL* PLAIN has a pleasing taste and may be taken undiluted or mixed 
with water, milk, or fruit juices. 

AGORAL* PLAIN is indicated in all conditions where acute or chronic consti- 
pation must be corrected without strain—pregnancy, cardiovascular diseases, 
old age, and postsurgical convalescence. 

AGORAL* PLAIN ‘WARNER’ is available in bottles of 16 fluidounces. 


William R. Warner & Co., Inc. 


NEW YORK ST. LOUIS 


*T. M. Reg. U.S, Pat. Off. 
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A COMPARATIVE STUDY 
THE EFFICACY OF THE SUPPOSITORY FOR CONCEPTION CONTROL 


ee. . . surely mass studiés on the diaphragm have not shown greater 
efficacy than is reported in this paper by simpler procedures.99* 


The Baltimore Study. 

Studies of the efficacy of Lorophyn 
Suppositories in a Baltimore clinic 
revealed that this method pro- 
duced a total rate of 16.2 pregnan- 
cies per 100-woman years of 
exposure to the opportunity of be- 
coming pregnant. This rate was 
compared to some reported in the 
literature with diaphragm and 
jelly: 12, 15, 18 and 33. 


The South Carolina Study. 
In State post-natal and syphilis 
Suppositor clinics, the effectiveness of the sim- 
phenylmercuric acetate 0.05% and glycery 
laurate 10% in a water-dispersible, self-emul- ple Lesephyn Suppository technic 
sifying, synthetic wax base. Hermetically sealed was found to be comparable to the 
in foil, they will not leak in hot weather. Baltimore results. 


EATON LABORATORIES, [NC., NORWICH, N. Y. 


* Eastman, N. J. & Seibels, R. E.: The Efficacy of the Suppository and of 
Jelly Alone as Contraceptive Agents, J. A. M. A. 139:16 (Jan. 1) 1949. 
Reprint on request. 
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Koromex Jelly and Koromex Cream are two 
companion preparations for pregnancy control, 
assuring the patient of alternates for individual 
personal preference. Time-tested Koromex Jelly 
and Koromex Cream...have the same active 
ingredients and same pH (4.5) consistent with 
vaginal fluids... afford necessary dependable 
barrier film... instantly spermicidal on contact 
_..will not interfere with normal vaginal biology. 


After consideration of these features which make 


Koromex Jelly and Koromex Cream outstanding 


contraceptives, the approval given to these ster- 


ling products is indicative as to why more and 
more physicians are resorting to Koromex. 


BORIC ACID 2.0%, OXYQUINOLIN 
CURIC ACETATE 0.02%. 


ACTIVE INGREDIENTS: 
BENZOATE 0.02% AND PHENYLMER 
IN SUITABLE JELLY OR CREAM BASES. 


HOLLAND-RANTOS 
COMPANY, INC., 14 
+ 145 HUDSON STREET. 
NEW YORK 13, N. ¥. 


MERL 
Eu. YOUNGs . PRESIDENT 
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SUCCESSFUL IN 
INFANT NUTRITION 


The advantages of these 
Nestlé products in the 
feeding of infants have 
been confirmed by long 
and widespread usage. 


SPRAY DRIED 


LACTOGEN 


HOMOGENIZED 
WHOLE COW'S MILK 


Modified with 
MILK FAT 
LACTOSE 


Reinforced with IRON 


ACIDIFIED SPRAY DRIED 


PELARGON 
HOMOGENIZED 
WHOLE COW'S MILK 
Modified with 
GLUCOSE - SUCROSE 
STARCH 


Reinforced 


DEXTROGEN 


HOMOGENIZED 
WHOLE COW'S MILK 


Modified with 
DEXTRINS - MALTOSE 
DEXTROSE 


Reinforced with IRON 


ABC&D 


THE NESTLE COMPANY, INC. 


of 
for literature oO” ponte" 155 East 44th Street , New York 17, N. Y 
Request ucts will be giver P 
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FULFILLING EVERY 
REQUIREMENT OF EFFECTIVENESS 
AND PATIENT-ACCEPTANCE 


_ VAGINAL JELLY 


Occludes the cervix for os 
10 hours—effective barrieraction 


Nonirritating and nontoxic 4 
—safe for continued use 


Crystal clear, nonstaining, delicately 4 
fragrant — 


Will not liquefy at body tempera- iS 
ture—notexcessively lubricating 


| FOR ECONOMY TO YOUR PATIENTS — 
SPECIFY THE LARGE FIVE-OUNCE SIZE 


JULIUS SCHMID, INC. 


423 West 55th St., New York 19,N.Y. 


‘ 
y 
_ fastest time recognized 4 
| | 
\ a 4) j 
_ 
Q | 
cL q 
= 
— 
one 
= 
al 
ag 
: 
$C 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS Journal A.0.A, 
ecember, 1949 


In Vi terra, J. B. Roerig and Company offer you for the first time a more 
complete, balanced formula for the management of multi-vitamin deficiencies. 
Vi terra is the result of years of intensive research, together with 

months of pharmaceutical manufacturing research. Indicated wherever 


vitamins 


minerals 


! you would normally use multi-vitamins. 
(Fe 
\ 
CASK Got 
. 
=. 
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- 
Multi-vitamins are not alone the complete answer to protective nutrition. More and 
more, the mineral elements are being recognized as “spark plugs”—playing an all- 
important, if still unmeasured part in building and restoring body health. The cata- 


lytic-synergistic action of the minerals with the vitamins makes the difference in 
speeding up enzymatic processes on which the body is dependent for its functions. 


Vi terra contains all the vitamins known to be essential to human nutrition 
and, in addition, 12 minerals designed to act as catalysts in improved vitamin metab- 
olism. Advance clinical reports indicate that when proper minerals are supplied with 
the necessary vitamins, the powerful activity of the enzymes present in the body is 
stimulated and increased. 


With Vi terra, the physician or surgeon can anticipate more rapid and notert 
effects than can be obtained with less complete formulations. 


IN ONE CAPSULE 


VITAMINS MINERALS 
Vitamin A (Refined Fish Liver Oil) ..5,000 USP Units Cobalt (Cobaltous Sulf. .7 H.O) 


Vitamin D (Irradiated Ergosterol) ....500 USP Units  ©°PPEF (Cupric Sulfate) 
Vitamin B: (Thiamine Hydrochloride) Iron (Ferrous Sulfate) 


Vitamin Bz (Riboflavin) ......... 3 mg. lodine (Potassium lodide) ........++. 0.15 mg. 


Vitamin Be (Pyridoxine Hydrochloride) . .. .0.5 mg. 


Magnesium (Magnesium Sulf.) ....... 
Vitamin (Ascorbic Acid) _ Molybdenum (Sodium Molybdate) 


Phosphorus (DiCalcium Phosphate) . . 
Calcium Pantothenate (Dextro) Potassium (Potassium Sulf.) 


Mixed Tocopherols Type IV ae . Line (Zine Sulfate) 


DOSAGE: Due to the catalytic-synergistic action of certain minerals with vitamins in vivo, 
it is suggested that one Vi terra capsule a day will serve adequately for supplementa 
nutrition. For quicker results three or more Vi terra capsules daily may be prescribed. 


Supplied in bottles of 100 capsules. You are invited to send for a clinical trial supply. 


For More Complete, Better:Balanced Multi-Vitamin Management 


4.8. ROERIG AND COMPANY cincaco wivoson, 


= 
0.1 mg. 
mg. 
1 mg. 
6 mg. 
0.2 mg. 
165 mg. 
5 mg. 
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YES! new Combinations 


GIVE YOU COMPLET 


Keleket scores again, with a new approach to th: 
use and purchase of X-Ray equipment. Keleke: 
has developed a FULL SIZE Standard Tilting 
Table with a completely new, highly flexible floo 
to ceiling tubestand. This basic x-ray equipmen: — 
is equally adaptable for either 15 MA Head, 3) 
MA Head or 100 MA tube and generating unit: — 
THROUGHOUT ALL INTERCHANGES YO! 
RETAIN THE SAME KELEKET “ADAP” — 
TABLE AND TUBESTAND. 
This means you eliminate new table and tube > 
stand costs as you step up tube capacity ani 
power. —- 


FULL RADIOGRAPHIC 
FLUOROSCOPIC FACILITIES 


Any of these combinations will fully meet you 
current needs . . . perform horizontal, vertical and 
trendelenburg radiography; vertical and _ hori 
zontal fluoroscepy. Even the lowest cost unit, at 
$1641.00, is equipped to accommodate a bucky dia- 
phragm. Write us or have our representative call 
to give you complete information on this newest 
development in low-cost, flexible X-ray equipment. 


Above: 100 MA Combination 


Here is how the with the basic table ond For only $1641.00 you get a ISMA 
Keleket Add-A-Unit the famous Mallon ong Standard Size X-Ray Combination. 


Combinations Work 


Choose the combination 
to suit your practice! 


You purchase the new standard (not a 
reduced) size Keleket Tilt Table and 
Tubestand. Then ,add either 15 MA 
Head, 30 MA Head or 100 MA tube 
and generating equipment. This new 
tubestand accommodates any X-Ray 
tube. You can advance from 15 to 30 
and to 100 MA but still retain the origi- 
nal table and tubestand. As a result, 
this investment is never lost when you 
step up to higher power tubes and 
generating equipment. 


Above: 30 MA Combination with the Above: Same basic table and tubestand 
same basic table and Floor-To-Ceiling with 15 MA tubehead and control. This 


Generous Allowance Values... 
Your Original Investment Never Lost. 


Yes, with minimum cost you can obtain full radiographic-fluoroscopic facili- 


A new approach 


ties with Keleket Add-A-Unit Combinations—made possible for the first time to use and 
with the new Keleket Flexible Floor-To-Ceiling Tubestand and Basic Tilt purchase of 
Table. A 
X-Ray equipment. 
The KELLEY- KOETT Manufacturing Co. 


20112 west FOURTH ST. COVINGTON, KY 
The oldest original name in X-Ray 
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What you 


look for 
antiarthritic 


EFFECTIVENESS? 
With Ertron,® local and systemic improvement has been reported in 
701 out of 852 arthritic patients. Thus beneficial results were 
obtained in 82%; and no improvement was noted in only 17.8%. In a disease 
as resistant as rheumatoid arthritis, this is truly effective therapy." 
“ “No specificity is claimed for Ertron therapy. However, any substance 
which is non-toxic and which by its general systemic action does produce 
improved sense of well-being, diminution of soft tissue swelling, relief of 
pain, and improved muscle strength and which does make possible a return to 
— {10 gainful occupation, should be used in the treatment of arthritic patients.”? 


ERTRON 


STEROID COMPLEX—WHITTIER 


sees 


NOT IMPROVED 
17.8%, 


8* 


TOLERABILITY? 

Tolerance to Ertron is high in patients under periodic observation. 
Untoward side reactions are rare.? In 1,020 arthritic patients, 
marked intolerance requiring cessation of therapy occurred in only 
1.4%, while minor side effects, such as nausea, gastrointestinal 
upset, headache, etc., were encountered in about 8%. 

“These mild digestive disturbances disappear almost immediately 
after the cessation of Ertron administration and usually 

do not recur when this therapy is again instituted.""4 SETOLERANCE 


1.4%, 


Ertron is supplied in bottles of 50, 100 and 500 capsules, and Ertron Parenteral in 
packages of six 1 cc. ampuls. Each capsule contains 5 milligrams of activation-products 
having antirachitic activity of fifty thousand U.S.P. units. Each ampul contains 
activation-products having antirachitic activity of five hundred thousand 

U.S.P. units, in sesame oil. Biologically standardized. 


MARKED 


BIBLIOGRAPHY 

(1) Magnuson, P. B.; McElvenney, R. T., and Logan, E. E.: J. Michigan M. Soc. 46:71, 1947 
(2) Levinthal, D. H.; Logan, C. E.; Kohn, K. H., and Fishbein, W. |.: Indust. Med. 13:337, 1944 
(3) Cohen, A., and Reinhold, J. G.: Indust. Med. 17:442, 1948 

(4) Farley, R. T.; Spierling, H. F., and Kraines, S. H.: Indust. Med. 10:341, 1941 


LABORATORIES - DIVISION NUTRITION RESEARCH LABORATORIES, CHICAGO 30, ILLINOIS 


| 
| 
@ 
PROVED 
82.2%, 
— | 
lm 
: | || E | 


16 PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS Journal 4.0... 


ecember, 1949 


The incidence of mild protein deficiencies in 


g ; children, predisposing toward infections and 
= edema, is reported'* much greater than 
generally realized. Infant and adolescent 
\ requirements—not only for tissue repair 
and maintenance, but also for growth— 
VITAMIN "90 yi are much higher than in adulthood.’ To 

FANT on? 


insure adequate protein intake in infancy, 
Dryco — Borden's high-protein infant food 
— is ideally suited as a basis for formula 
building. It furnishes all the essential 

amino acids. \ts low fat content minimizes 
gastro-intestinal upsets due to fat intolerance, 
while its intermediate carbohydrate content 
lends itself for prescription with or without added 
carbohydrate. Quickly soluble in cold or warm 
water, DRYCO contains adequate vitamins 
A, B,, B, and D, plus essential milk minerals. 


References: 1. Dodd. K. and Minot, A.S.: J. Pediat., 8:442, 1936. 
2. Dodd. K. and Minot, A.S.: J. Pediat., 8:452, 1936. 
3. Sahyun, M.: Am. J. Dig. Dis., 13:59, 1946. 


BORDEN'S PRESCRIPTION PRODUCTS DIVISION 
350 Madison Avenue, New York 17, N. Y. 


In Canada write The Borden Company, Limited 
ina Crescent, Toronto. 


DRYCO is made from spray-dried, 
pasteurized, superior quality whole 
milk and skim milk. Provides 
2500 U.S.P. units vitamin A 
and 400 U.S.P. units vitamin 
D per reconstituted quart. 
Supplies 311A calories per 
tablespoon. Available 
at all drug stores in 1 
and 2/2 lb. cans. 


he Custom Formula? 
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NEW METHOD FOR RELIEF OF 
ALLERGIC NASAL CONGESTION 


Relief ‘is 


No side reactions except occasional trar 
Non- refillable. Provides several 


T. M. Reg. U. S. Pot, OF 
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The Greatest 


To members of the healing profession 
the Spirit of Christmas is not new. 
Every day, through every month of the 
year, is dedicated by doctors every- 
where to giving that most valuable of 
all gifts—something of themselves. This 
all-important contribution of “Self” is 
practiced day and night around the 
clock and is not confined to a few mer- 
ry days at the end of the year. 


Behind this universal gift lies countless 
years of technical study, experience, 
knowledge, patience, and good will — 
they all combine to reflect a true 
Christmas Spirit as a daily habit in 
every doctor’s practice. 


Thanks, Doctor, for the privilege of 
cooperating with you through your use 
of Vitaminerals. We feel complimented 
for our small part in your most impor- 
tant efforts in the interest of humanity. 


PROFESSIONAL LITERATURE ON REQUEST 


4 
| 
GLENDALE 1, CALIFORNIA 
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Year after year 


CARNATION ADVISES 


aS, 


"ASK YOUR 


WHEN A BABY IS BORN it is natural —but unfortunate— 
that friends and relatives want to be so “helpful” Ic 
becomes a matter for concern when these well-meaning 
friends attempt to make decisions which should be 
made only by the doctor. 


HOW CARNATION PROTECTS THE 
DOCTOR'S RECOMMENDATION: 


You can prescribe Carnation Evap- 
orated Milk by name with complete 
confidence. It is the finest of rich 
milk from the country. Nothing 
taken away but water. Nothing 
added but Vitamin D. Every drop 
is processed with “prescription 
accuracy” in Carnation’s own plants. 
It is always the same, safe source of 
dependable nutrition for infants. 


Carnation believes that the problem of infant feeding 
is one which demands the informed opinion of the 
doctor. And so Carnation has always said “Ask Your 
Doctor!” 


Month after month, year after year, Carnation repeats 
this advice in magazines and newspapers, through 
radio and all other forms of advertising. In the average 
month Carnation advertising says “Ask Your Doctor” 
38 million times. 


The encouraging results from this consistent educa- 

tional program: 

8 OUT OF 10 MOTHERS USING CARNATION 

REPORT THAT IT WAS RECOMMENDED BY <= 
THEIR DOCTOR OR HOSPITAL : 


The Milk Every Doctor Knows | 
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ams the following information for your CEREAL LACTIC 


Cereal Lactic (Improved Vitamin) formula— 
supplies lactic acid organisms, vitamins and 
EIGHT essential enzymes. This formula is indi- 
cated in GASTRO-INTESTINAL disorders when 
hyperacidity and flatulence ARE NOT symptoms. 


Cereal Lactic (Antacid and Adsorbent) formula 
—supplies lactic acid organisms and enzymes 
PLUS an effective antacid and adsorbent formula. 
This product is indicated in GASTRIC disorders 
when hyperacidity and flatulence ARE symptoms. 


Both products are widely prescribed by the 
Profession as an effective treatment for Gastro- 
Intestinal disorders. 


— EXCLUSIVELY TO THE PROFESSION 
DOCTOR WRITES, “CEREAL LACTIC RESULTS FAR EXCEED CLAIMS” 


Doctors enjoy a feeling of satisfaction when 
they help their patients recover their health. 
A doctor in Maine writes of the satisfaction 
he received when he prescribed Cereal Lactic 


because “results obtained from the Cereal. 


Lactic products far exceed the advertised 
claims.” You can enjoy this feeling of satis- 
faction too. Prescribe Cereal Lactic products 


for your patients suffering from gastro-intes- 
tinal disorders. 


The Cereal Lactic Formulae supply lacto- 
bacillus organisms creating up to 6.57 per 
cent organic lactic acid .. . plus enzymes .. . 
Diastase, Invertase, Maltase, Lactase, Lipase, 
Protease, and Oxidase . . . the essential group 
for the digestion of carbohydrates. 


Physicians’ samples and complete information available upon request. 


CEREAL LACTIC COMPANY  woopwarp. iowa 
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DR. VERRIE WYSE SAYS: 


TWO STYLES 
este: Bound 
Buh FLAT the 
Both are $7.25 B 4932 


“My needs,” continues Dr. Wyse, “necessi- 
tate records that give me all essential facts 
and figures regarding my practice and that 
take care of tax problems in minimum time 
EACH SYSTEM and with least fuss. Check the “Histacount” 


CONTAINS \ System and you'll agree it is the best!” 


365 daily pages, 12 monthly sum- 
ily P . A SYSTEM FOR 


Same as the regular system, but designed to 
400 pages in all. Extra heavy, stiff care for practices handling up to ninety 
patients per week. Plastic-bound only. $4.50 
cloth tabs. 


SEE IT AT YOUR LOCAL DEALER OR GET FULL DETAILS FREE 


"| 202-208 Tillary St., Brooklyn 1, N. Y. 


Ci Please send FREE 16-page descriptive booklet 
INC.! on “‘Histacount” Bookkeeping System. 4.12.9 


Printers Professions) 


USE THIS COUPON 
L | PROFESSIONAL PRINTING CO., INC. 


202 TILLARY ST., BROOKLYN 1, W. Y. Degree 


STATIONERY + HISTACOUNT PRODUCTS 


PRINTING RECORDS FILES & SUPPLIES 


21 


my best prescription 
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“It Is Later 
Than You Think” 


©} 


the difference between 


failure and success! 


Arthritis—like cancer and tuberculosis—is a progressive condition. The counter-attack 
against arthritis should be started as soon as the condition is detected. Successful treat- 
ment of every case of arthritis is directly dependent upon the promptness with which 
correct treatment is instituted. 


Ottawa Arthritis Sanatorium and Diagnostic Clinic 
of Ottawa, Illinois 


A REGISTERED OSTEOPATHIC HOSPITAL 


1933—Sixteen Years of Progress—1949 


Watch for a New Fg om ee Brochure outlining in detail the 
Ottawa Diagnostic & Treatment Program. It will fonah yeu soon, 
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for POSTOPERATIVE 
and POSTPARTUM 
NEEDS 


Basic design and theuniquesys- 
tem of adjustment make a large 
variety of Camp Scientific Sup- 
ports especially useful as post- 
operative aids. Surgeons and 
physicians often prescribe them 
as assurance garments and con- 
sider them essential after op- 
eration upon obese persons, 
after repair of large herniae, or 
when wounds are draining or 
suppurating. A Camp Scientif- 
ic Support is especially useful in 
the postoperative patient with 
undue relaxation of the abdom- 
inal wall. Obstetricians have 
long prescribed Camp Post- 
operative Supports for post- 
partum use. Physicians and 
surgeons may rely on the Camp- 
trained fitter for precise execu- 
tion of all instructions. 

If you do not have a copy of the 
Camp ‘‘Reference Book for Phy- 
sicians and Surgeons’”’, it will 
be sent on request. 


Scientis 


THIS EMBLEM is apne only by rell- 
able merchants in your community. Camp 
Scientific Supports are never sold by door- 
to-door canvassers. Prices are based on 
intrinsic value. Regular technical and 
ethical training of Camp fitters insures 
precise and conscientious attention to your 
recommendations, 


S. H. CAMP anp COMPANY, JACKSON, MICHIGAN 
World's Largest Manufacturers of Scientific Supports 
Offices in New York ¢ Chicago e Windsor, Ontario ¢ London, England 
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A GRAPHIC ILLUSTRATION OF WHAT THE SPINALATOR DOES. IT IS EASY To 
1 0 VISUALIZE WHAT HAPPENS TO MUSCLE CONTRACTURES AND SPASTIC LIGAMENTS, 


A SPINALATOR 


It does a good job better 
by restoring flexibility to 
muscles and ligaments in 
any area of the spine. 


It saves valuable time, 
thereby making your office 
hours more productive. 


It conserves your energy 
which is a valuable asset 
to you. , 


It increases your income 
because it allows you to 
give more adequate treat- 
ments to a greater number 
of patients. 


It brings in new patien(s. 
Patients like Spinalator 
treatments and they will 
tell their friends. 


Your results will be bettvr 
because you are enabled 
to give more thorough 
treatments. 


It enhances the appear- 
ance of F sg’ office. How- 
ever, the Spinalator is 
much more than just win- 
dow-dressing—it really gets re- 
sults. 


‘97 will place a 
SPINALATOR 
in your office! 


WHY WAIT? 


ORDER — For Immediate Shipment 


It upholds the osteopathic 

concept. The Spinalator 

does the soft tissue treat- 

ment—you make the spe- 
cific corrections. 


It helps you meet modern 
practice conditions which 
require efficient office rou- 
tine. 


You can treat yourself 
daily. What you recom- 
mend for your patients 
is also ra | for you. 


The Spinalator Company, P. O. Box 826, Asheville, N. C. 


You can put your confidence 
in the name. Thirteen years 
of service to the osteopathic 
profession. 


Please ship one Spinalator to the undersigned: 
Check enclosed for: 


(0 $97.00 Initial Payment (balance in 12 monthly payments of $44.) 
C) $595.00 Full Cash Price. 


Address f.o.b. FACTORY 


The Spinalator is shipped carefully crated and is ready to plug in and operate 
immediately upon uncrating. No special instructions or directions are neces- 
sary to operate it, simply plug in and turn on the switch. 

IMPORTANT: Unless otherwise specified the Spinalator operates on alter- 
nating current, 60 cycles, 110 volts. The Spinalator is fully guaranteed as to 
material and workmanship. 


WHY YOU NEED om 
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| 
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What to do for psoriasis has puzzled many a 
doctor. The etiology being. unknown, the choice 
of medication becomes difficult. But local treat- 
ment with RIASOL has passed the acid test of 


clinical experience. 


You soon see definite results when you pre- 
scribe RIASOL. Generally the scaly patches clear 
up, often in a few weeks. The reddened base be- 
neath the silvery scales gradually fades as the 
normal appearance of the skin area returns. Recur- 
rences are usually far less frequent when RIASOL 
is continued after disappearance of the psoriatic 
eruptions. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. 
No bandages necessary. After one week, adjust to 
patient’s progress. 

RIASOL is ethically promoted. Supplied in 4 
and 8 fid. oz. bottles at pharmacies or direct. 


Mail coupon today for your free clinical pack- 
age. Prove RIASOL in your own practice. 


MAIL COUPON TODAY 
TEST RIASOL 
YOURSELF 


After Riasol Treatment 


SHIELD LABORATORIES 
12850 Mansfield Ave., Detroit 27, Mich. . 


Please send me professional literature and generous clinical package of RIASOL. 


JAOA 12-49 


Street 


4 
in 
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Before Riasol Treatment 
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“A Suture for Every 


Surgical Situation” 


For nearly forty years Davis & Geck, Inc., has specialized 
exclusively in the development and manufacture of sutures. 
As a result the D&G line is so complete that it includes a 
suture of known standard and predictable behavior for 
avery surgical need. D&G sutures are obtainable through 


dealers everywhere. 


DAVIS & GECK, 


57 Willoughby Street 


INC. 


Brooklyn 1, New York 


for RELIEF of 
constipation 0- LTOL 


without 
catharsis 


 flavored—restores normal intestinal fora ond normal. 
colonic function without griping, flatulence, diarrheic 


THE ARLINGTON 
CHEMICAL COMPANY 


YONKERS 1, NEW YORK 
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New (6th) Edition—Just Ready—New (4th). Edition 


Kovacs—Electrotherapy 
and Light Therapy 


Kovacs—Manual of 
Physical Therapy 


By RICHARD KOVACS, M.D. 


Professor of Physical Medicine, New York Polyclinic Medical School and Hospital; Attending Physical Therapist, 
Manhattan State and Columbus Hospitals; Area Consultant, Veterans Administration; Consultant in Physical 
Medicine, Office of Surgeon General, U. S. Department of the Army. 


New (6th) Edition. Because of the wide acceptance and 
recognition of physical therapy methods, due to results 
obtained during and since the second world war, con- 
siderable advancement has been possible in every phase 
of the subject. All of these newer data are incorpo- 
rated in the new (6th) edition of Dr. Kovacs book. 
Just a few of the changes and additions include a new 
chapter on medical rehabilitation, new developments 
in electrophysics and electrodiagnosis, all available in- 
formation on the new method of microwave diathermy, 
rewritten chapter on low frequency currents, full sec- 
tion on ultra-sound therapy, etc. Every one of the 12 
chapters on Applied Physical Therapy is either com- 
pletely rewritten or revised. There are 75 new illustra- 
tions. Dr. Kovacs is recognized as one of the leading 
authorities on the subject. 


139 Pages. 368 Illustrations and { Plate in Color. $10.00 


New (4th) Edition. This manual has definitely estab- 
lished itself as a useful guide in elementary training 
courses. Dr. Kovacs has brought the entire book up- 
to-date, so that it now reflects the numerous advances 
and improvements made since the previous edition was 
published. Among the many features is a new and 
timely chapter on medical rehabilitation. Dr. Kovacs 
first gives the basis and evolution of physical medicine. 
Then, in a brief but well organized manner, he explains 
the physics, physical and physiological effects, clinical 
uses, technique and application, dangers and contra- 
indications of each of the principal methods of treat- 
ment. There are 124 helpful illustrations. Osteopathic 
physicians, students, nurses, technicians and others 
who realize the growing importance of physical 
therapy methods will find this elementary treatise 
extremely worthwhile. 


328 Pages. 124 Illustrations. $3.75 


LEA & FEBIGER 


Washington Square Philadelphia 6, Pa. 


Simplified Way to Give High Doses 
of Methenamine for Urinary Antisepsis 


Reg. U. S. Pat. Off. 


Combining in one medication: 
@ the antiseptic action of methenamine 


@ the urine-acidifying effect of lithium and 
sodium benzoates 


@ in a soothing menstruum containing glycerin 
and extractives of couch-grass and corn-silk 


supPLieD: Amber bottles containing 10 fl.oz., on 
prescription. 
Professional literature on request, 


Cobbe Pharmaceutical Division 


BORCHERDT MALT EXTRACT CO. 


217 N. Wolcott Avenue, 
CHICAGO 12, ILLINOIS 
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We nant new physician customers .... 
TRIAL OFFERING © TRIAL OFFERING 


PROCAINE PENICILLIN G, 300,000 Units per cc. in Oil, 10 ce Vial $2.90 
TESTOSTERONE, Oil or Aqueous, 10 cc Vial—25 mgs. per cc, $1.75......-.---.0+ 50 mg/cc $3.50 
ESTROGENS NATURAL, Oil or Aqueous, 10,000 I.U. per cc 30 cc Vial $2.50 
ESTROGENS NATURAL, Oil or Aqueous, 20,000 1.U. per cc 30 _ cc. Vial $3.00 
PYRIDOXINE-THIAMINE, 100 mgs. of each per cc 10 ce Vial $3.00 
ALPHA-TOCOPHEROL ACETATE, 200 mgs. per cc 10 cc Vial $4.00 
PROGESTERONE in Oil, 30 cc Vial—10 mgs. per cc, $2.50 25 mgs. per cc, $4.50 
OBSTETRICAL PITUITARY, U.S.P 30 cc Vial $1.75 
LIVER INJECTION, U.S.P., 10 Units per cc 10 cc Vial $2.75 
THIAMINE HYDROCHLORIDE, 300 mgs. per cc 30 <c Vial $4.90 
METHYL TESTOSTERONE, 10 mgs. per Tablet 100 Tablets $5.00 


— QUALITY AND POTENCY POSITIVELY GUARANTEED — 


TERMS: Remittance with order, prepaid—or C.O.D. plus charges. 
By mail order only—Subject to withdrawal without notice. 


MAIL YOUR ORDER AND REMITTANCE TODAY TO 
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The Evaluation of Specific Manipulation 
in Osteopathic Therapy* 


LOUIS C. CHANDLER, A. M., D. O. 
Los Angeles 


Certain experiences during the past several years 
with hospital interns graduated from our several col- 
leges have convinced me that the osteopathic profes- 
sion needs more available scientific information about 
the values of osteopathic manipulative therapy in vari- 
ous diseases. I undertook to find out by extensive cor- 
respondence and conversation what other members of 
the profession thought of this apparent need and was 
surprised to learn the many differences of opinion. 
Some took the attitude that any attempt to secure sta- 
tistics concerning osteopathic treatment would be for 
the purpose of convincing doctors of medicine of the 
value of osteopathy and that they would not believe 
the results of any clinical investigation we might con- 
duct, and therefore it would be a waste of effort. Some 
believed that our greatest need was for better scientific 
explanations of our theories. They held that we already 
knew the value of osteopathic therapy but that it would 
be easier to secure its recognition if scientific research 
proved why it worked. Others felt that our investiga- 
tions should be for the purpose of helping us improve 
our methods of diagnosis and treatment. Many stated 
their belief that there was no possibility of studying 
osteopathic therapy scientifically because of difficulties 
in standardizing the diagnosis of lesions and the meth- 
ods of treatment. Ten or more different types of opin- 
ions could be sorted out of some one-hundred-and-fifty 
expressions on the subject. This diversity of attitudes 
is a source of misunderstanding and needs to be over- 
come for our professional welfare. 


Because osteopathy utilizes the same sciences of 
physics, chemistry, anatomy, physiology, et cetera, as 
do old-school physicians, and because we face the same 
general problems, it seems reasonable to learn what 
lessons we can from their experiences. The diffi- 
culty that have had in reaching dependable conclusions 
regarding the value of their treatments is well known. 
In old-school medical literature we will find numer- 
ous straight-forward discussions dealing with their 
doctors’ difficulties in this respect. As an example, 
in one recent analysis of what he calls “therapeutic 
fads,” O. H. P. Pepper,’ Professor of Medicine at the 


*Presented at the General Sessions, Fifty-Third Annual Conven- 
tion of the American Osteopathic Association, St. Louis, July 13, 1949. 
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University of Pennsylvania, illustrates. many apparent 
vagaries in scientific medicine. The remedies and tech- 
nics referred to in this analysis include many that have 
been the mainstays of old school practice during recent 
decades. Indiscriminate tonsillectomies and dental ex- 
tractions, controversial operations such as kidney and 
stomach suspension, renal decapsulation, removal of 
the colon, oophorectomy for nervous disorders, innum- 
erable drugs that rode the wave of popularity for a 
time were all utilized enthusiastically by these “honest 
but self-hypnotized physicians,” to use Pepper’s ex- 
pression, only to be later largely discarded as worth- 
less or harmful. 

A few years ago we were sure of the values of 
the sulfonamides. Research had shown when and how 
they worked. Nothing discovered concerning them 
suggested any possible beneficial effect against viral 
infection yet, because of the enthusiasm for them, they 
were soon being prescribed in every conceivable type 
of infectious disease. Today sulfonamides have lost 
much of their repute and they are being neglected in 
favor of penicillin and other agents even in cases where 
investigation has shown that the sulfonamides are prob- 
ably more effective. Already the glamor of penicillin 
is fading and its limitations are being discovered. 
Chloromycetin and aureomycin and other antibiotics 
are in the ascendancy. 

Two other excellent illustrations of medicines that 
have had a checkered career because of changing scien- 
tific concepts are iodine and cod liver oil. After chem- 
ists discovered iodine in the thyroid gland, its use as 
a medicine in thyroid disease was soon being promoted 
as a scientific procedure. When doctors began to apply 
statistical methods to the study of its use, results were 
found to be so erratic that, about 1910, the idea grew 
that there could not be any specific benefit in thyroid 
disease from iodine. A decade later with new knowl- 
edge of the varieties of thyroid diseases it was de- 
termined that iodine was helpful in some kinds of 
thyroid diseases and worthless or harmful in others. 
Iodine again regained scientific good standing. Cod 
liver oil, the value of which had been empirically rec- 
ognized for many decades, in the early days of bio- 
chemistry was ridiculed as being only so much fat, by 
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chemists who had not yet discovered the existence of 
vitamins A and D. With the discovery of the vitamins, 
cod liver oil soared into scientific recognition again. 


In noting these diverse illustrations of seeming in- 
consistency, we should recognize certain facts. Ashley 
Montagu,’ writing on primitive medicine, and Siger- 
ist® in discussing the significance of medical history, 
have both emphasized that medical practice in any 
epoch has always been a consistent outgrowth of the 
popularly accepted scientific and philosophical concepts 
of the day, even though there have always been unac- 
cepted leaders who were ahead of their time. 

With these observations in mind, we can better 
understand the bewildering rapidity of the changes in 
medical practice and theory so prevalent today. The 
concepts of the material sciences are today the domi- 
nating influence in the lives and thinking of civilized 
mankind. It is a time when rapidly changing scientific 
theories are expected and when innumerable technical 
inventions and an overwhelming multiplicity of new 
chemical substances deluges us. This maelstrom of 
change is reflected in present-day medicine and in the 
attitude of laymen toward medical practice—only the 
new and the “scientific” is good. If the man in the 
street is convinced by publicity devices that a certain 
treatment conforms to the latest advance in science, he 
will demand that treatment from his doctor even though 
the doctor knows that a careful study of the modality 
has discredited it. In contrast to the stimulating nov- 
elty of weekly “medical” discoveries, osteopathic con- 
cepts and methods remain, year after year, apparently 
simple and unchanging. It appears that it will be 
necessary, in order to draw any attention to the prin- 
ciples on which osteopathy is based, to demonstrate 
them by the instrumental laboratory technics and 
couch them in the phraseologies that are current in 
modern medical science. 


One particular way in which science is influenc- 
ing medical practice undesirably is found in the wide 
utilization in medicine of the statistical method of study 
in the same manner that it is applied in the physical 
sciences, chemistry, and physics. Among the more 
critical leaders it is recognized that new methods of 
scientific inquiry and analysis are required when study- 
ing experimentally problems in the biological and med- 
ical fields.*° In the study of disease we must modify 
our dependence upon conclusions from averages and 
respect the particular problem of the individual pa- 
tient. For example, Captain IF. E. LeBaron, D.O., 
M.D,. writing of his experience in the United States 
Army Medical Corps® states, “there was approximately 
a 20 per cent better disposition [return to service] in 
those cases which were manipulated than in the con- 
trol group.” In the same article, he describes one par- 
ticular patient with a definite osteopathic problem who 
received complete relief from a single specific osteo- 
pathic corrective treatment, where previous orthopedic 
treatment had made the condition worse. What one 
should note is that citing “20 per cent better dispo- 
sition” was essentially giving information of the fre- 
quency of benefit of osteopathic treatment in a large 
group. Twenty per cent was not at all the measure of 
the value of the treatment in cases where there was 
a specific indication. The use of the figure, 20 per 
cent, in such a study had great value to the Army, but 
to the man who got 100 per cent relief and to the 
doctor who gave him the treatment, it was a poor 
measure of the importance of the treatment. 


A.O.A. 
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Two other illustrations of medical evaluation from 
recent literature may be cited. Harry Gold, and others,’ 
collected and analyzed the results of treating 133 pa- 
tients with congestive heart failure according to a 
particular new regime and compared these with the re- 
sults in 376 similar patients in four other New York 
City hospitals where routines were followed that 
might be called present-day standards. Gold’s results 
showed approximately 90 per cent of complete recoy- 
eries against approximately 54 per cent_among the 
others. Such figures certainly indicate that on the 
average Gold’s therapy was better than that in the 
other hospitals. Similarly, sixteen hospitals working 
under a committee of the American Heart Association, 
agreed to treat every alternate case admitted suffering 
from myocardial infarction by adding the use of |)i- 
cumarol or Heparin to the routine treatment. The pre- 
liminary report® on approximately 800 cases showed 
that 24 per cent died when anticoagulants were not used 
whereas only 14 per cent died when they were used. 
This proves only that adding anticoagulants to ‘he 
routine treatment gives better results on the averave. 
Both reports have made a dominating impression on 
practice. In fact, acceptance of Dicumarol is so nearly 
universal during recent months that a physician is 
facing a medicolegal hazard if he fails to use it. \ et 
neither of these reports is a definite help in choosing 
the proper therapy for the individual patient, John 
Smith. This choice depends upon a careful study of 
John Smith himself. Either of these treatments may 
be actually harmful in some cases. The figures in«i- 
cate only that the program of treatment studied may 
have value in a particular condition and should not be 
overlooked. Statistical investigation is the mode of the 
day in old-school medical circles and in the minds of 
educated people generally, but its values, worthwhile 
as they may be, have definite and serious limitations. 


Another idea that needs correction is that labora- 
tory science is infallible. Arthur Steindler,® the fa- 
mous orthopedist, in discussing anterior poliomyelitis 
has pointed out clearly that “there are too many dis- 
crepancies between the situation existing in animal ex- 
periments and that obtaining at the bedside to make 
any laboratory results absolutely binding . . . . We 
cannot, however, be blind to the fact that, in many 
perplexing problems concerning anterior poliomyelitis, 
experimental science and basic medicine have opened 
our eyes to certain traditional mistakes and misconcep- 
tions which will have to be corrected or revised.” Isaac 
Starr,’ Professor of Therapeutics at the University 
of Pennsylvania, and Alan Gregg™ of the Rockefeller 
Institute, have both recently written very helpful an- 
alyses of the true relation of scientific laboratory studies 
to clinical practice. 


Not very many years ago medical scientists held 
in ridicule any attempt to draw conclusions from ob- 
serving the results of treatment in actual practice. This 
attitude has changed until now it is recognized that no 
scientific discovery can properly be accepted in prac- 
tice until it has been subjected to clinical test. It is 
being appreciated that the problems of therapy are too 
complicated to allow dependence solely upon ration 
alization of therapy from a knowledge of physiology. 
pathology, pharmacology, and other basic sciences.’ 
The American Medical Association, in fact, has set up 
a Committee on Therapeutic Trials'*"* which will aid 
interested groups in outlining the exact program needed 
to investigate the actual results of clinical treatment 
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The Osteopathic Research Board in our profession is 
intended to provide a similar though less comprehensive 
type of assistance. 


With this background concerning therapeutic 
studies in general, we may turn our attention to the 
problem of evaluating the therapy that is utilized by 
osteopathic physicians. There are two general plans 
to consider. We might compare the published re- 
sults secured in a particular disease under standard 
allopathic care with the results compiled from oste- 
op:thic physicians using the composite treatment that 
is common in osteopathic practice. This might, in some 
cases, prove that the osteopathic physician and surgeon 
geis better results on the average than the old-school 
physician and this might bring credit to the osteopathic 
profession. But it would give no definite information 
regarding the specific benefits of osteopathic manipula- 
tive therapy. Results could be better simply because 
certain harmful medicinal treatment had been omitted 
or because of the good hygienic or psychological man- 
agement given by the osteopathic physician. 


We must recognize, at this point, that osteopathy 
as a system of practice is a complete system of the 
practice of medicine and surgery. It utilizes, when 
they are indicated, all of the medicinal, surgical, im- 
munological, psychological, and hygienic agencies ac- 
cepted and utilized by so-called orthodox medicine and 
surgery and is grateful for all that the world of science 
makes available. But the methods of osteopathic prac- 
tice differ from those of old-school medicine and sur- 
gery in two respects. One, in appropriate cases, where 
structural maladjustments are found, certain distinc- 
tive manipulative procedures are utilized for the pur- 
pose of correcting these structural maladjustments, the 
presence of which contributes to the cause of or im- 
peded recovery from certain disease states. Second, 
it uses different criteria in selecting and applying the 
agencies of scientific therapy, from those of old- school 
medicine and surgery, because of osteopathy’s greater 
recognition of the spontaneous recuperative capacities 
of the normal body in a normal environment and be- 
cause its manipulative procedures alter the need for 
and the response to so-called orthodox treatment. 


Because of these characteristics of comprehensive 
osteopathic practice, a second plan of study becomes 
pertinent: the investigation of the results following 
the use of corrective osteopathic manipulation under 
properly planned conditions and the measurement of 
the value derived from this particular procedure. If 
we are to win any credit for what is distinctively oste- 
opathic, we must be careful not to claim as being “oste- 
opatic” contributions, methods of treatment utilized 
before the advent of osteopathy. Certain forms of 
manipulative treatment have long been used by ortho- 
dox medicine. Dieting, psychological management, ex- 
ercise and various physiotherapeutic procedures, as 
well as drugs and surgery, may be claimed as having 
been developed by it. 

The general concepts that nature cures, that struc- 
ture determines function, that function modifies struc- 
ture, that environment influences health, that the re- 
moval of causes should be the basis of treatment—these 
with more or less emphasis have been the teachings 
of leaders of medical thought for centuries, however 
much present day allopathic practice seems to ignore 
or belie these sound concepts. In an academic sense, 
everything that conforms to these principles may be 
“osteopathic” as well as “medical,” but there is one 
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concept in particular, as I understand it, that clearly 
sets off Andrew Taylor Still’s approach to the treat- 
ment of disease from that of any other who preceded 
him. We all know these basic ideas: disease, or ob- 
struction to recovery from disease, may be caused by 
mechanical maladjustments of parts of the body, which 
have been produced by stress or accident. In cases 
where this has occurred, the correction of faulty ana- 
tomical relations by manual or other mechanical agen- 
cies is necessary to release the healing powers and 
allow recovery. 


As the years passed, the use of manipulation for 
the purpose of stimulating or inhibiting or to augment 
circulation became a large part of osteopathic practice, 
but whatever one thinks Still may have stood for, the 
idea held among the profession’s earlier leaders was 
that the manipulative correction of acquired structural 
deviations was the essential characteristic of oste- 
opathic practice. Hulett’® states that any treatment 
whose “effect is to modify the vital processes them- 
selves ... is medical. If its effect is to remove condi- 


osteopathic.” This does not mean that relaxing a 
muscle is always nonosteopathic. If doing this is for 
the purpose of releasing obstruction to’some vital proc- 
ess, it is osteopathic by Hulett’s definition. Osteopathy 
was built upon this concept, won its reputation by the 
successful application of this concept in a great variety 
of apparently hopeless diseases and owes its existence 
and original recognition as a separate school to the 
popular belief that osteopathic physicians made it the 
basis of their practice. 


A survey of the 1200 case reports collected by 
Edythe Ashmore’ and published in THe JouRNAL OF 
THE AMERICAN OsteopatTuic Association from 1903 
to 1909 showed that fewer than one-seventh of them 
were concerned with back pains, neuritis, headaches, 
and similar complaints. They were based upon the 
structural corrective treatment of the body for the re- 
lief or cure of the most varied conditions, from amen- 
orrhea to pernicious vomiting. This is not intended to 
belittle the effectiveness in proper conditions of man- 
ipulation to excite changes in reflex activity or circula- 
tion. But, for the reasons recited, our attention in 
osteopathic evaluation should be concerned chiefly with 
the value of the form of treatment by manual correc- 
tion of structure which is popularly known as specific 
osteopathic treatment. Our profession is too small and 
too lacking in financial resources to justify spending 
our means on the study of any unessentials if we ex- 
pect to justify our existence. 


Even with this restriction there are many prob- 
lems that need study. We should know more of the 
nature of the anatomical and pathological changes in 
and around the disturbed area of the spine, which we 
consider to be the Still lesion. There are problems of 
great complexity as to what changes are really brought 
about clinically in the lesioned area by attempts at 
correction and as to how permanent so-called correc- 
tions are and how the anatomical deviations respond 
with varying technics. There is a group of questions 
concerning the physiological and anatomical conse- 
quences produced in organs remote from the lesion 
and brought about by its existence. Louisa Burns’ 
has reported hundreds of such observations on le- 
sioned animals in regard to both of these problems, 
but this work needs to be repeated with newer technics. 
However, this type of study belongs in the category of 


tions which are interfering with these pr 
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experimental research rather than clinical investiga- 
tion. 


The essential problem that is being emphasized 
here is ascertaining what the results are which are se- 
cured from the use of corrective osteopathic treatment 
in various specific disease states. This problem has no 
concern with attempts at scientific theorizing as to how 
results are produced. Questions of the following types 
should be answered: What diseases may be definitely 
cured by the body following corrective osteopathic 
treatment? Are all persons who present, for example, 
chronic peptic ulcer, benefited by such treatment? Is 
it certain that such improvement as follows is a result 
of the structural correction per se, and not due to 
psychological, reflex, and other influences? Were the 
diagnoses of the cases which were treated accurately 
established? Is the benefit thought to accrue from the 
treatment measurable by objective or instrumental pro- 
cedure or is it claimed on the basis of reports of sub- 
jective sensations? Is the amount of benefit derived 
from the corrective osteopathic treatment sufficient to 
justify the time and effort required? Is it sufficiently 
important in enough cases, as a factor in the health of 
the community, to justify the maintenance of a sep- 
arate school of practice? Legislators and government 
representatives have asked such questions. Insurance 
companies and educators and possible philanthropic 
benefactors and potential patients and young graduates 
who are puzzled by the problems they face in practice 
ask them. Our senior students, if you have their con- 
fidence, often bluntly state “we know that the theory 
is good and we think the treatment is beneficial; but 
has the profession any scientific evidence of what is 
accomplished clinically?” Today there is a certain seg- 
ment of the profession composed of earnest honest 
men so disillusioned because of the paucity of avail- 
able answers to such questions as these, combined with 
their own lack of successful personal experiences, that 
their loyalty to the osteopathic profession is grievously 
weakened. 


As a profession we honestly assume that our spe- 
cial treatment has been of great value in dealing with 
a large variety of critically ill patients. Those of us 
who have practiced long enough to acquire osteopathic 
skill have personally observed results in individual 
cases that would astound the old-school physician if 
he would admit the evidence of his senses. But of 
what weight, with critical young doctors, are the 
claims of a few thousand osteopathic physicians as in- 
dividuals, based upon remembered episodes without 
adequate written records, in comparison with the com- 
bined opinion of 200,000 allopathic physicians and 
thousands more of their academic scientific satellites 
with documented findings of presumed benefit? Dem- 
onstrating the soundness of the scientific principles 
underlying osteopathy does not bring the acceptance 
of our clinical claims by educated scientists, as indi- 
cated by McCaughan"’ and so clearly illustrated in the 
episode related by Korr'®. Nor is it of any deep con- 
cern, except from a public relations standpoint, that 
we have trouble convincing the scientific world. It is 
the doubt in the minds of the members of our own 
profession, especially recent graduates, that may 


threaten the continued practice of the distinctive con- 
cept of osteopathy. The thinking of doctors who have 
graduated in recent years is dominated by the empha- 
sis placed upon the physical sciences in their basic edu- 
cation.2° They are skeptical of ideas which they can- 
not reconcile: with their knowledge of these sciences 
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and tend, at first, to accept, even a little gullibly, meth- 
ods that seem to be based upon new, constantly chang- 
ing scientific theories. But, paradoxically, the mere 
scientific rationalization does not satisfy them for long. 
They expect, in addition, reports of the systematic 
study of the results in cases treated by the method. 


Many members of the osteopathic profession are 
totally unfamiliar with the large number of good clin- 
ical reports and experimental observations that have 
been published over the years in our professional 
journals. Nearly 40 years ago the late Lillian Whit- 
ing’? published a very satisfactory analysis of 223 
cases showing the effect of osteopathic treatment on 
the progress of labor in obstetrical cases. Wayne Doo- 
ley** recently published a similar report on a group of 
500. Dr. Whiting’s files containing 1900 case recor:|!s 
suitable for study are now being subjected to analysis 
by her daughter, Lillian Whiting Berlier, and Loui-a 
Burns. Some results have already been published.”* 
Ryel** brought about the collection of the records of 
over 1,000 cases which have in part been publishe'|, 
showing the relation of spinal injury in children jo 
behavior problems, enuresis, chronic headache, et cet- 
era. Riley® collected and reviewed reports of 1524 
cases of Armed Forces personnel who sought priva‘e 
osteopathic care. Muncie*® presented an excellent sumi- 
mary of the treatment of 100 cases of deafness. Gar- 
field?” reported 80 cases of influenza. Northup*® pul)- 
lished a series of observations on the treatment of high 
blood pressure. Scores of such references could be 
cited. But most of this material was published years 
ago and does not meet present-day requirements for 
presentation. From the standpoint of assessing thic 
values of specific osteopathic treatment, it is not that 
creditable work has not been done by members of the 
profession but that it has not been recorded, collected, 
and analyzed and published in acceptable form. Un- 
less this is accomplished, we cannot expect continued 
and increasing public support or the allegiance of our 
own more critical younger members. 


Individual members of the osteopathic profession, 
however, must not feel that criticism is being leveled 
at them for dereliction of duty in failure to furnish 
such studies which we so badly need. “It would be 
utterly unjust,” says W. W. C. Topley,”® “to charge 
consulting physicians or surgeons or general practi- 
tioners with any negligence in not devoting more of 
their time to the advancement of clinical knowledge. 
They are not paid to advance knowledge. They are 
paid to look after their patients . . . . We certainly 
shall not get active and sustained research as a casual 
by-product of a busy professional life.” 


Our problem of clinical investigation is far more 
difficult from a scientific standpoint than that of the 
allopathic profession, because our procedures are so 
difficult to standardize. In specific manipulative treat- 
ment we must correct what is found anatomically dis- 
turbed in the individual patient and patients cannot 
very well be standardized. In spite of this, far more 
accuracy is possible in our studies than we have usual- 
ly believed and it is possible to set up significant meth- 
ods of inquiry. Our most serious obstacle in securing 
an acceptable evaluation of our particular agency in 
therapy is basically the same as that faced by the allo- 
pathic profession: That of getting enough cooperating 
members in the profession to understand how a true 
answer can be secured and why this study must be 
done in a certain way. 
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The details of proper procedure in clinical investi- 
gation are more adequately presented elsewhere,*™ 
but these are the essentials : 


1. The cases utilized for study must be appro- 
priately selected. Cases should be chosen of a type 
that can conceivably be caused predominately by oste- 
opathic lesions. The allopathic scientist would not 
waste time investigating the value of penicillin by 
studying the treatment of a group of patients with 
broken arms. 

2. The patient’s clinical condition must be ac- 
curately studied and his state described before begin- 
ning treatments. Degrees of departure from normal 
must be measured, using, as exclusively as possible, 
objective means. J. S. Denslow and I. M. Korr are at 
present working on the problem of applying instru- 
mental methods in the diagnosis of osteopathic spinal 
deviations. 

3. Acceptable control measures must be provided, 
with especial attention to psychological factors and 
the “natural history” of the disease studied. 


4. <A definite treatment program must be planned 
and conformed to. 
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5. When the patient has been subjected to the 
program of treatment chosen his condition must again 
be studied and findings recorded in the same manner 
as was done before treatment began. 


6. The information secured must be compiled and 
analyzed by methods that conform to sound statistical 
principles. 

All this can be done if the necessary organization 
is provided and financial support given. It will yield 
us definite and dependable measures of the worth of 
osteopathy’s particular method in treatment. It will 
not only determine how valuable our procedures may 
be but will help us to improve them. Because labora- 
tory science research is so popularly esteemed today 
and because it may provide us with objective methods 
of instrumental study which will enable us to scrutin- 
ize our concepts more effectively, such research is also 
indispensable. But it is only a means to an end. Clin- 
ical research, I am convinced, is the final step neces- 
sary to establish and to insure preservation of the 
contribution that Andrew Taylor Still brought to the 
philosophy and art of healing. 
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We must fend for the future of medicine by protecting 
its freedom to change and grow. There is no surer way of 
seeing the potentialities of a given subject than to examine its 
relation to all that is not it, but around it. It is an extension, 
not a negation, of clinical medicine to explore its own outside 
relations; the relations, for example, of somatic and organic 
disease to the findings of psychologists, sociologists, and geneti- 
cists. Not only is there an interior milieu for the body, but 
socially an exterior, and genetically an anterior, milieu. So 


' THE GOLDEN GATE OF MEDICINE 


frequently have we contrasted the individual with the mass 
that the word “individual” has come to have the connotation 
of isolation or separation. But the essence of individuality is 
the uniqueness of the individual’s ties to his environment, and 
the indivisible cohesion or inseparability of these ties. Surely 
that idea alone points to a gateway outward on uncharted 
seas and to a variety of new lands.—Alan Gregg, M.D., An- 
nals of Internal Medicine, April, 1949. 


Cranial Reinforcements From a Manipulative Standpoint* 
Articulations—Stress Bands—Buttresses 


ournal A.O.A, 
ecember, 1949 


BERYL E. ARBUCKLE, D.O. 
Lecturer, Department of Osteopathic Therapeutics 
Philadelphia College of Osteopathy 
Philadelphia 


Being born is a severe experience for the human 
mechanism and the trauma of this event leaves its 
telltale marks in varying degrees upon the individual. 

In the 9 months of prenatal life there is a greater 
ratio of all growth than in several times that period 
in postnatal life. The system least developed at birth 
is the cerebrospinal, the human creature being the most 
helpless of newborns and very much at the mercy 
of those in whose care it finds itself. This cerebro- 
spinal system is housed in the craniovertebral cavity, 
a very immature structure at the time of birth. 

There are many factors contributory to birth 
injuries a long while before delivery—heredity, the 
health and habits of the mother—rendering the full 
term fetus more or less ready for the ordeal of deliv- 
ery. Certainly some full-term infants are far less able 
than others to endure this ordeal and to overcome its 
effects fully. 

Also for consideration there are the mechanical 
integrity of the mother, her own cranial pattern with 
its effect upon the pituitary and the resulting balance 
or imbalance of endocrine hormones with the general 
effect on body chemistry; various spinal lesions with 
their effect on blood and nerve supply to the uterus 
and adnexa; the various developmental changes of the 
spine and pelvic pattern—the bony support to struc- 
tures cradling the growing fetus and also changes 
in the pattern of the bony birth canal. Each of these 
factors in itself constitutes a topic for an entire paper. 
This paper deals with some experiences of the fetus 
and newborn and possibilities of damage to the cere- 
brospinal system. 

Little past the first 3 weeks of embryonic life 
the neural tube presents at its rostral, and more rapidly 
growing end, the three primary vesicles of the brain 
which constitute the future forebrain, midbrain, and 
hindbrain. By the sixth week there are five well- 
marked regional divisions of the brain. The mesoderm 
from which is derived the neurocranium, the protective 
case of the brain, is*at first arranged about the de- 
veloping neural tube as a membrane, the meninx 
primavita. 

This confining membrane of the developing en- 
cephalon divides into an inner layer, the endomeninx, 
and an outer layer, the ectomeninx.?. According to 
Hamilton’ about the time the choroid plexus begins 
the secretion of cerebrospinal fluid the endomeninx 
separates into the pia mater, which very closely covers 
the brain, dipping into all its fissures as the various 
convolutions develop, and the arachnoid, which bridges 
all these indentations, providing space for the cerebro- 
spinal fluid. The ectomeninx, which remains the sup- 
porting structure to the brain in its developing and 
mature states, divides into an inner layer, which 
becomes the dura mater. and an outer superficial layer, 
the membrane in which is developed the bony struc- 
ture. In the early days of his cranial teaching William 
G. Sutherland spoke of the dura mater and the “dura 
pater.” The development and interrelation of struc- 


*Presented at the Pediatrics Teaching Sessions, Fifty-Second An- 
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tures derived from the division of the meninx prima- 
vita should be kept clearly in mind. 

The encephalon changes very rapidly. The cere- 
bral vesicles of the telencephalon, which will form 
the cerebral hemispheres, grow at first anteriorly and 
because of the confining membranes the growth is soon 
directed superiorly and posteriorly. The medial sur- 
face of these rapidly growing cerebral hemispheres 
soon face each other but are separated by mesenchynial 
tissue which will later form the falx cerebri. The 
development of the cerebral hemispheres continues 
until their caudal extremities overlap the cerebellum, 
from which they are separated by a condensation of 
mesenchyme which will form the tentorium cerebelli. 
These dural reduplications are distinct by 8 weeks. 
In the continued growth of these hemispheres are 
noticed lateral depressions which will form the insula 
caudal to which the growth continues inferiorly and 
anteriorly in the formation of the temporal lobes. | \t 
birth these lobes are really little more than well defined. 
The opercula have just been well started and the larger 
convolutions are organized. The greatest development 
of the neopallium is a postnatal occurrence. 

By the fourth week the notochord is well devel- 
oped.* This is an axially placed fibrocellular support- 
ing group of cells, closely associated with the general 
mass of mesoderm and directly ventral to the develop- 
ing nervous system. 

The cephalic end of the notochord, which at this 
time is in contact with the infundibular process formed 
in the floor of the diencephalon, undergoes regression 
as the blind tip of Rathke’s pouch elongates and be- 
comes closely applied to the infundibular process at 
about the sixth week. Toward the end of the second 
month the mesenchymal primordium of the base of 
the skull surrounds the remains of the notochord as 
far back as the beginning of the spinal column. The 
centrum of each vertebral body is formed about the 
notochord and so also is the basilar part of the occiput 
and the body of the sphenoid, though at the spheno- 
basilar symphysis the notochordal area, instead of 
being centrally placed, is almost ventral. Thus the 
earliest indication of skull formation is the concentra- 
tion of mesenchyme around the area of the notochord 
and with the rostral extension of this concentration is 
formed the supporting floor for the developing brain. 

As the confining membranes direct to a consider- 
able degree the manner of growth of the developing 
brain so does the growth of the brain have its effect 
upon the developing bony cranium. According to 
Murray* ossification takes place first at the areas of 
greatest pressure. 

Sergi* describes in careful detail the trabeculae 
of the bony meshes developing in the connective tissue 
of the membranous neurocranium. These meshes close 
eventually in definite directions resulting in composite 
bone. In the frontal bones this process begins at the 
lateral sides nearest to the musculus supraorbitalis, the 
first tissue in this area to become compact. Therefore, 
at this lateral area there is pressure or resistance ex- 
ternally while internally there will be pressure due to 
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the rapidly growing cerebral vesicles, and as early as 
the second month the first bony trabeculae appear in 
the lateral part of the frontal bones. 

The principal meshes and the accessory meshes 
unite and converge in a central point of the bone in 
formation ; this point becomes the center of attraction 
developing a greater consistency and resistance and 
bending like a cone as the lateral parts tend to expand 
and dilate. 

The frontals, parietals, and occiput, in their early 
stages of development, are so slightly convex that they 
are almost flat bones. The convexity, however, in- 
creases as the eminences of these five bones form 
alter the third month and reach the maximum at 
about the seventh month. The cranium at this stage 
presents the pentagonal form which is transitory. The 
initial parietal eminences persist in the ellipso-ovoidal 
form of the cranium from the seventh month until 
birth and in extrauterine life the cranial bones again 
develop a convexity. According to Sergi* the per- 
sistence of any phase of the ‘pentagonal form in the 
adult skull is a fetal residue due to incomplete devel- 
opment of the cranium. 

The endomeninx surrounding the cerebral hemi- 
spheres is not chondrified as is the brain-enveloping 
capsule below this area; therefore, both endochrondral 
and endomembranous ossification centers are devel- 
oped. An important point of cranial significance is 
the attachment of the tentorium to the inside of the 
skull where the bones laid in cartilage give way to 
those laid in membrane. 

At the time of delivery the base of the skull con- 
sists of several portions of bones and the vault consists 
of very thin bones separated by membranous sutures 
and thus offers very little protection to the encephalon. 
As the number of cranial bones decreases as the ver- 
tebrate scale is ascended, so do the number of portions 
of cranial bones in the human decrease in the stages 
leading to maturity. Very many human difficulties 
arise because of interference during these stages of 
development. 

The cranial dural membranes are at this stage 
ascribed the function of protecting the developing 
brain. Their complicated structure has been alluded to 
by various writers in previous years and certain phases 
described by a few. These membranes are a very 
important part of the osteopathic cranial concept as 
given to the osteopathic profession by Sutherland.° 
Though in literature there is frequent mention of the 
dural membranes there is surprising paucity of data 
concerning their embryologic and histologic develop- 
ment as compared with the wealth of such material 
concerning other phases of the human mechanism. 
A great deal of time and effort is being expended in 
the cranial research projects being carried out in the 
Philadelphia College of Osteopathy to further under- 
standing of the mechanics allowed and produced by 
these membranes. 

The cranial dura consists of two layers, the outer 
of which serves as the periostium of the inner surface 
of the cranial bones and is connected by the suturai 
ligaments to the pericranium. In the adult skull these 
membranes are easily removed from the bony vault 
except at the sutures. They are firmly attached at the 
base and extremely firmly attached to certain areas 
such as the crista galli of the ethmoid, the sphenoidal 
and petrous ridges, and the margins of the dorsum 
sellae, the basilar groove, and the foramen magnum. 
In the skull of the infant it is extremely difficult to 
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separate any of the developing bones from these 
membranes. 


The inner layer of the cranial dura is smooth; it 
surrounds the pia-arachnoid-encased brain and gives 
off four reduplications, one function of which has been 
described as holding the contents of the cranium in 
place and another as permitting movement of one part 
of the brain upon another. The largest of these redu- 
plications is the falx cerebri, a sickle-shaped mem- 
brane in the longitudinal fissure separating the cerebral 
hemispheres. Its curved superior border is attached 
to the midline of the skull from the foramen cecum 
along the frontal crest to each lip of the sagittal sulcus 
as far posteriorly as the internal occipital protuberance. 
In the entire extent of this attachment the two layers 
of the falx are separated to assist in the formation 
of the walls of the superior sagittal sinus. The inferior 
border of the falx cerebri may be considered in three 
portions. There is an extremely firm narrow anterior 
attachment to the crista galli of the ethmoid bone. 
Posterior to this is a concave free border which lies 
above the corpus callosum and carries the inferior 
sagittal sinus. The third portion of this inferior border 
is its wide attachment to the summit of the tentorium. 
This area, one of great reinforcement, is known as 
the white line and its dural layers enclose the straight 
sinus into the anterior end of which flow the inferior 
sagittal sinus and the vein of Galen. 

The tentorium cerebelli separates the cerebral 
hemispheres from the cerebellum and conforms to the 
upper surface of the latter structure. It is attached to 
the inside of the cranium around the level at which 
the bones formed in cartilage give way to those formed 
in membrane and it roofs the posterior cranial fossa. 
Its free margin which forms a pointed arch encircling 
the midbrain is known as the tentorial incisura. Its 
posterior semicircular border, enclosing the lateral 
sinuses, is attached to the margins of the transverse 
sulcus of the occiput and laterally the upper and lower 
layers of the tentorium attach respectively to the 
parietals and mastoid portion of the temporal bones. 
Thus the lateral sinus before leaving the tentorium lies 
astride the parietomastoid suture. Then, known as the 
sigmoid sinus, it descends in a deep groove on the 
mastoid portion of the temporal bone and turns antero- 
medially across the anterior or inferior limb of the 
occipitomastoid suture over the jugular process of the 
occipital bone to its exit from the skull through the 
jugular foramen. Upon the knowledge of these ana- 
tomic structures is based the osteopathic understanding 
of some of the causes of headache. Anteriorly the 
tentorium is attached on either side to the superior 
ridge of the petrous portion of the temporal bone, 
enclosing the superior petrosal sinus as it runs pos- 
teriorly lateralward from the cavernous sinus to the 
transverse sinus. Fibers of the free end of the 
attached borders cross and attach respectively to the 
anterior and posterior clinoid processes, completing 
the oculomotor triangle. This is another point of 
cranial significance, not only because of the cranial 
nerves but also. because it constitutes a means of 
directing manipulative treatment to the hypophysis 
and the hypothalamus. 

The diaphragma sellae, leaving an opening for 
the passage of the infundibulum, roofs the sella turcica 
and is also attached to the anterior and posterior clin- 
oid processes. 

The falx cerebelli is a small triangular reduplica- 
tion attached posteriorly to the occipital crest and 
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superiorly to the under surface of the posterior part 
of the white line and its anterior free concave border 
dips between the cerebellar hemispheres. 


In order to understand the manner in which the 
membranes described above protect the brain from 
injury during delivery it is necessary to understand 
their general construction in a little more detail. There 
are white fibrous strands, known as stress fibers, 
throughout the otherwise yellow elastic tissue. It is 
a thorough understanding of this fact that enables us 
to treat successfully the newborn infants in serious 
need of immediate attention. These stress fibers which 
follow a very definitely consistent pattern, are arranged 
in horizontal, vertical, transverse, circular, and spinal 
groups. 


the sinuses there are four diverging groups of hori- 
zontal fibers. One group passes superiorly and pos- 
teriorly in the falx cerebri about the posterior part 
of the superior sagittal sinus. Another very strong 
group continues anteriorly and inferiorly in the falx 
cerebelli and ends in a tripod, the middle group of 
which mingles with the middle group of the pos- 
terior spinal tripod. Each lateral group of the cere- 
belli fibers passes around the foramen magnum on its 
respective side, crosses the jugular foramen anterior 
to the exit of the sigmoid sinus and posterior to the 
exit of the ninth, tenth, and eleventh cranial nerves. 


These fibers continue posteriorly to and above 
the internal acoustic meatus. Some of these fibers 
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along the petrous ridge mingle with the lateral fibers 
of the horizontal group of the tentorium, thus com- 
pleting some of the circles of the posterior cranial 
fossa. The most medial fibers, after helping to form 
the lower border of the opening to Meckel’s cavity, 
a very important point in dealing with tic douloureux, 
continue with those fibers of the free border of the 
tentorium giving an almost rope-like strength to this 
border as it attaches to the anterior clinoid process. 
Some fibers cross the diaphragma sellae, but the 
greater number continue anteriorly in the sphenoidal 
stress group in the lateral wall of the cavernous sinus. 
The most lateral of these continue laterally over the 
floor of the middle cranial fossa mingling with the 
posterior of the middle group of the vault circular 
fibers. The rest of the sphenoidal group diverge an- 
teriorly, attaching to the upper and lower borders of 
the superior orbital fissure. 


The tensity of these fibers greatly influences the 
cavernous sinus, thus affecting the enclosed part of 
the internal carotid artery which medially may crowd 
the pituitary as it rides the fluctuations of the cerebro- 
spinal fluid within its fossa. In either side of the under 
layer of the tentorium a horizontal group of fibers 
diverges from the torcular mass to the petrous ridge, 
the most medial fibers contributing to the straight 
part of the tentorial notch. 


The superior horizontal group of the falx cerebri 
extends in each of its layers from about the metopic 
point to a larger area about the lambda. The most 
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inferior fibers of this group mingle with the superior 
terminals of the inferior falx horizontal group. 


Vertical fibers converge on each side in the upper 
layer of the tentorium from its lateral angle, that is 
from the anterior part of the lateral sinus and the 
lateral part of the superior petrosal sinus to the an- 
terior one fifth of the white line from whence fibers 
diverge to the middle two thirds of the superior at- 
tached border of each side of the falx cerebri, here 
mingling with various crisscross reinforcements and 
certain of the vault fibers. Laterally the vertical fibers 
mingle respectively with those of the squamosal and 
the middle and posterior vault circular groups. 


There is a smaller but very important anterior 
group of vertical falx fibers from about the metopic 
point which intermingles with the anterior end of the 
superior falx horizontal group and descends anteriorly 
to attach very firmly to the crista galli of the ethmoid 
where the fibers divide into three groups which form 
another very important tripod. 


The transverse fibers extend across the posterior 
part of the anterior cranial fossa; the middle fibers 
continue with the middle fibers of the vault circular 
group while its posterior fibers consist largely of the 
lateral continuation of the sphenoidal group and its 
anterior fibers are principally a continuation of the 
lateral groups of the crista galli tripod. 

The circular fibers of the vault start in the same 
area about the metopic point as do the anterior vertical 
falx fibers and the superior horizontal falx fibers. 
This region, common to six groups of fibers on each 
side, extending in the sagittal plane from a variable 
distance anterior and posterior to the metopic point, 
constitutes the metopic area. From this area the cir- 
cular vault fibers descend laterally in three groups. 
The anterior group descends to the zygomatic angle 
of the frontal. The middle group descends to the 
transverse group, completing a circle that intersects 
laterally a circle formed in the bony cranium by the 
transverse buttress continuing with that of the coronal 
suture. The posterior group of the vault circular fibers 
is the largest and in the infant skull it is upon these 
fibers that the parietals float. 


In the premature head, too small for forceps 
that slip upon the parietal tuber, it is this posterior 
group which becomes twisted and produces such per- 
plexing confusion. For this reason we need to visual- 
ize clearly the circles which this posterior group helps 
to form. Arching posteriorly lateralward these fibers 
mingle with the vertical group about the transverse 
sinus and continue to the white line, some mingling 
with the fibers of the posterior falx vertical group and 
thus returning to the metopic area; others mingle with 
the inferior falx horizontal group, and still others 
with fibers of the same circular group. What tremen- 
dous support has each cerebral hemisphere, and by 
distortion of these supports, how that growing struc- 
ture may be crowded! 


There is a complicated interrelation between these 
various groups of fibers in the two layers of the 
tentorium. This is just a glimpse. within the doors 
so simply thought of as stabilizing the dural mem- 
branes or normalizing or equalizing the tensities of 
the dura, a glimpse that at first may be hazy, but 
becomes clear with a little understanding which is 
greatly helped by actually seeing and feeling these 
structures in the anatomical laboratory. As A. T. Still® 
said, that which can be demonstrated, seen, and felt 
is a truth. 
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Very important are the spinal stress bands—an- 
terior and posterior—which intermingle with each 
other caudally throughout the extent of the sacral canal 
and end about the foramen magnum in their respective 
tripods, the lateral groups of each intersecting about 
the vertebral arteries. Increased tensity in the latter 
area constitutes another osteopathic cause for inter- 
ference with blood supply from heart to brain. 


For descriptive purposes and for convenience in 
planning and organizing treatment, the fibers have 
been presented as above, but neither do they begin nor 
end; rather they continue in never-ending circles and 
forceful tripods designed for greatest strength. 


In the bony structure also there are developed 


areas of greater density known as buttresses. Although - 


this stage of development is not reached in infancy, 
the buttresses will be described here since by under- 
standing their normal or expected positions, slight 
deviations in the infant skull which may result in 
gross abnormalities are more easily recognized. 


The anterior buttress extends horizontally across 
the glabella laterally on each side over the supraorbital 
ridges to the zygomatic process of the frontal bone. 
The posterior buttress extends from the inion over the 
superior nuchal lines on either side to the mastoid 
process. 


The superior buttress is the strengthened arc ex- 
tending superiorly and forward from the inion for a 
moderately fair width over the sagittal suture, the 
frontal crest, and glabella. Curving posteriorly, it ends 
in the crista galli of the ethmoid bone. The inferior 
buttress may be considered as a posterior continuation 
of the superior buttress. It continues inferiorly and 
anteriorly from the inion to the opisthion where it 
divides, encircling the foramen magnum. Rejoining 
at the basion, it continues through the basilar portion 
of the occiput as far forward as the posterior wall of 
the sphenoidal sinus. For the purpose of treatment 
the superior and inferior buttresses together are often 
referred to as the median sagittal buttress. 


The Jateral oval buttress begins on either side 
at the mastoid process extending posterior to and 
above the external acoustic meatus to the articular 
process anterior to the mandibular fossa where it di- 
vides into two rami. The inner ramus joins the ptery- 
goid pillar of the face which extends from the tip of 
the pterygoid process to the lesser wing of the 
sphenoid. Supported by the upper extremities of these 
pillars is the transverse buttress of the skull, the pos- 
terior margin of which is the sphenoidal ridge. The 
outer ramus of the oval buttress follows the zygomatic 
arch and joins the zygomatic pillar of the face, the 
are of increased density extending from the ridge of 
the first molar through the zygomatic bone to the 
zygomatic process of the frontal. 


The oblique basilar buttresses are formed by the 
petrous ridges of the temporals. They converge an- 
teriorly toward the sphenoidal sinus, the roof of which 
forms the floor of the sella turcica. 


The various buttresses may be pictured as radiat- 
ing from about the sella turcica and in a manner 
similar to the stress bands of the reciprocal tension 
membranes. As the stress bands within the membranes 
continue in never-ending circles of amazingly elaborate 
but consistent patterns, so do the buttresses and pillars 
of the head and face present a continuously inter- 
mingling series of strengthening arcs, circles, and tri- 
pods. Together these strengthening, reinforcing, or 
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FIG. 2.—-CRANIAL BUTTRESSES 


denser areas in both the dural membranes and the 
bony structures form a continuation of arcs and circles 
to direct the various forces through and about the 
cranium and its contents. 


In considering some of these pathways for trans- 
mission of forces, let us start in the anterior cranial 
fossa and note that its floor is supported by the anterior 
vertical fibers of the falx, suspended, as it were, in 
the sagittal plane from about the metopic area in 
the anterior part of the superior buttress. Anteriorly 
this fossa is bordered by the anterior buttress crossing 
the superior buttress at the glabella. From the ex- 
tremities of the anterior buttress strengthening areas 
converge posteriorly over the frontosphenoid articula- 
tions to the anterior clinoid processes, which give the 
very strong anterior attachment to the fibers of the 
free margin of the tentorium. Along these fibers the 
strengthening force continues to the torcular mass at 
the posterior extremity of the superior buttress. 

Other radiations from this torcular point are the 
inferior buttress, each are of the posterior buttress, 
the white line, the remaining fibers of the horizontal 
groups of the tentorium, and the cerebellar circular 
fibers. The latter two, together with the lateral fibers 
of the cerebelli group, add their supporting and con- 
trolling resistance to the oblique basilar buttresses. 
These combined forces are carried superiorly through 
the posterior clinoid processes, the fibers in the dia- 
phragma sellae, and the upper sphenoidal fibers to the 
transverse group of fibers and transverse buttress and 
inferiorly over the junction of great wings and body 
of the sphenoid to the medial supporting area of the 
pterygoid pillar of the face. Great strength and pro- 
tection are thus given to the support of the pituitary 
body. 

Further interrelation between the stresses of the 
dura mater and “dura pater” in the anterior part of 
the skull may be followed from the metopic area 
through the middle group of the vault circular fibers, 
laterally on either side to continue with the transverse 
group, thus completing a very powerful circular band. 
In each layer of the falx cerebri the anterior fibers 
of its posterior and greater vertical group reach the 
metopic area. Over these, forces may be continued 
through the anterior part of the white line and laterally 
through the tentorial vertical fibers to about the area 
of the lateral sinus at the common point of posterior, 
lateral, and oblique basilar buttresses. From that point 
the forces may be directed anteriorly through the 
squamosal fibers, a great number of which continue 


with fibers of the transverse group while others con 
tinue with the middle vault circular group. 


The most convenient way to consider the termin:- 
tion and blending of these various groups is to visua! 
ize their very consistent fanning through which more 
circles are completed. The anterior vertical falx fiber. 
which are very firmly attached to the crista gall), 
the anterior termination of the superior buttress, fan 
into a tripod, the middle and smallest group of which 
continue posteriorly, mingling with fibers of the layers 
of the transverse group. The lateral and stronger 
divisions sweep laterally, blending into the anterior 
part of the transverse group. Continuing laterally they 
mingle with those of the middle group of the falx 
circular fibers. 


The diagonal crossing of reinforcements between 
bone and membranes in the area of the orbital plate 
may be considered comparable to that of the vertical 
and horizontal fibers in the tentorium and is very im- 
portant in the treatment of the newborn with diffi- 
culties caused by face presentation. A few of the 
anterior fibers of the lateral group of the crista galli 
tripod complete the circle with the anterior vault cir- 
cular fibers which come from the metopic area to the 
zygomatic angle of the frontal or the common point 
of the anterior buttress, zygomatic pillar, and the 
zygomaticoclinoid buttress. 

For effective application of osteopathic cranial 
treatment to the newborn the physician needs to be 
thoroughly familiar with the positions, planes, and 
movements of the mature cranial sutures. In the adult 
skull the bony sutures, with their various bevels and 
planes, protect the contents of the cranium from 
undue trauma when unskilled, learning fingers attempt 
to direct forces through the stress bands. In treatment 
of the newborn cranium the knowledge of the stress 


‘bands is essential because the vault bones are floating 


in membranes and the basilar bones are more snugly 
nestled in cartilage and nowhere are found articulating 
bony sutures. 

It is very easy to superimpose knowledge of the 
stress bands upon the basis of a thorough understand- 
ing of the possible movements, physiologic and com- 
pensatory, of the bony structure of the cranium. It 
is also easy to utilize this knowledge in treatment. 
Once this process is thoroughly mastered, the use of 
buttresses to direct forces in a more understandingly 
controlled manner will be facilitated. The controlled 
utilization of forces makes it possible to correct both 
bony and membranous cranial lesions, thus normaliz- 
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ing the entire structure and permitting unrestricted 
rhythmical and balanced fluctuation of the cerebro- 
spinal fluid throughout the cisterns. 

The importance of the dural membranes and their 
stress bands during labor and delivery has been de- 
scribed in obstetrical articles. According to Holland 
some group of stress fibers is under strain in each 
stage of delivery.’ 

Let us follow the development of the cranial 
pattern through the latter months of pregnancy. _ The 
inclination of the fetal spine and craniovertebral junc- 
tion is dependent upon the position of the fetus in 
relation to the placenta, lumbar spine, and pelvis of 
the mother. In every uterine contraction, many of 
them unfelt by the mother, force will be transmitted 
through the fetal spine more against one condylar 
part than the other or more anteriorly on one side 
than on the other. This builds up a tensity responsible 
for the development of the cranial asymmetry which 
may be observed in infants delivered by cesarean sec- 
tion performed before the gnset of labor. At times 
rather excessive moulding may be demonstrated by 
rocntgen study. 

Up to this point there has developed what we 
speak of as the original “pattern” of that particular 
cranium. If nothing interferes with its growth areas, 
each bone will continue its growth to the fulfillment 
of the pattern of its scaffolding. 

During labor the forces through the infant spine 
upon the base of its skull are increased and changed, 
depending upon the variations of the craniovertebral 
angulation during descent of the head and also upon 
the degree of synclitism of the presenting head. Dis- 
turbances of continuity of the circles of stress through 
the membranes occur as confusion is being produced 
in the base and may to a degree be contributory to 
increased confusion of that area. If one parietal 
becomes fixed, the forces as already described are 
greatest on the opposite side, and that condylar part 
is forced more cephalward and either anteriorly or 
posteriorly, dragging with it the lateral cerebellar fibers 
of the same side and thus beginning a disturbance of 
equilibrium of the membranes. If, instead of the 
occiput, the posterior part of the advancing parietal 
presents itself, the posterior vault circular fibers of 
that side will be strained, deflecting the white line 
toward that side. Great distortion is thus produced 
by the four groups. of diverging fibers from the an- 
terior part of the white line and their continuation 
with the circular groups and also of the diverging 
groups from the torcular mass, already disturbed by 
the cerebellar fibers. 

The description by an obstetrician, having an 
understanding of these cianial principles, of the me- 
chanics of the particular delivery resulting in badly 
aligned cranial parts has aided materially in under- 
standing which groups of fibers have been overstrained 
and which may best be employed to produce sufficient 
correction or freedom for nature to continue the proc- 
ess of remoulding after the malaligned base has been 
returned to a more nearly normal pattern. It was 
very early observed that apparently complete correc- 
tion often resulted in the reverse picture of the cranial 
pattern within a day or two, showing that too great 
strain had been placed on some membranes or, due 
to lack of understanding, the wrong group had been 
employed for correction. 

It is very important to understand the forces 
that produce the moulding which is, in its proper 
proportions, a physiologic necessity for natural deliv- 
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ery. The cranium is reduced in size for passage 
through the birth canal by some of the cranial fluids 
being forced out of that cavity and by the overriding 
or moulding of the vault bones. If this overriding is 
excessive it cannot correct itself without help, and if 
membranes have been stretched beyond their point of 
elasticity, they will be unable to exert their corrective 
forces. Another very important consideration is that 
dural membranes at the time of delivery are still in 
the process of development. The reinforcing criss- 
cross fibers of the superior sagittal sinus are not 
well formed although there are supporting threads 
running obliquely from one side to the other through- 
out this sinus which are not observed in the older 
specimens. Also in later life the vessels leading into 
the superior sagittal sinus are well protected, lying 
between well-formed layers of stress fibers. The pos- 
terior vessels of the vertex entering against the stream 
in a great degree of obliquity are found to have a 
greater amount of supporting tissue and it may be 
concluded that the more upward pressure is thus pro- 
duced between the layers of stress fibers, during the 
respiratory movements, to carry the venous flow of 
these vessels into the superior sagittal sinus against 
the flow therein. The most anterior vessels, which 
themselves travel posteriorly to enter the superior 
sagittal sinus, have little supporting structure. Very 
scant supporting structure of these veins of the vertex 
is found in the newborn and thus it is easily under- 
stood that the tearing of these vessels by excessive 
moulding, as described in obstetrical literature, is an- 
other cause of intracranial hemorrhage. 


The most common area of hemorrhage is at the 
junction of the vein of Galen and the straight sinus. 
Hemorrhage is most likely to occur when the angula- 
tion of this junction has been increased by the fore- 
shortening of the horizontal fibers and consequent 
elevation of the vertical fibers, which may also cause 
a strain upon the cerebellar vessels entering the under- 
surface of the straight sinus. 


It should also be remembered that confusion of 
the basilar bones and abnormal tensities in the mem- 
branes may be responsible for crowding the cerebellum 
low in the posterior cranial fossa and forcing the 
medulla against the basilar portion of the occiput, 
with disastrous potentialities. 


Of great importance is the development of normal 
relationship between occiput and atlas. In addition 
to the confusion of the base of the skull, already de- 
scribed, corresponding confusion of the four develop- 
ing parts of the atlas may exist. This confusion may 
indeed be intensified if the delivering head is locked 
in an asynclitic manner while forces from uterine 
contraction, transmitted through the entire spine, dis- 
place the atlas upon the occiput. This happens some- 
times when the head is in further descent and the 
posterior shoulder slips further caudad in relation to 
the mother. 


In conclusion it is well to remember that bony 
growth satisfies its scaffolding and cannot express itself 
beyond the established pattern. For the prevention 
of many human maladies dependent upon derange- 
ment of the central nervous system, derangement often 
due to restriction within the craniovertebral membran- 
ous and bony cavity, it would seem most advantageous 
to the helpless human newborn to be in the hands of 
an osteopathic physician trained to know the normal 
and hence able to recognize and reduce malalignment 
of the parts of the base of the skull and the resulting 
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membranous strains, thus freeing the craniosacral 
mechanism. 

Though many cranial birth injuries produce im- 
mediate symptoms there are many more which produce 
manifestations later in life when the central nervous 
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system has developed to the degree where such mani- 
festations are possible. When searching for the cause, 
it is well to remember those structures housing the 
cerebrospinal system. 
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The Immediate Clinical Results Following the Use of 


Chloromycetin in the Treatment of Chronic Brucellosis 


J. L. MeDOUGAL, D.O. 
Detroit 


The management of chronic brucellosis has always 
been a difficult task for patient and physician as well. 
It has, as a rule, proved to be a condition from which 
the patient seldom died, but one with which he often 
died. Cure has been rare and control of the disease 
difficult and discouraging, with each remission in its 
course producing hope and each exacerbation a sense 
of failure. 

In the past 2 years there have been six “cures” 
for brucellosis published in the lay press. The tendency 
of these publications to make a story sound good has 
resulted in the dissemination of partial truths and 


mitigated reports of failure and danger in these forms 
of treatment. Patients suffering from a chronic, often 
disabling disease of this nature take these reports as 
proved truths and come running to their physicians 


” 


with the advent of each new “cure.” Most physicians 
themselves are too eager to try each new method as 
soon as the first reports are released, often to the 
detriment of the patient. It is better, if possible, to 
wait until the probable course following treatment can 
be ascertained and patients advised accordingly. When 
they begin treatment with the belief that cure is to 
result, they expect nothing short of complete relief 
of symptoms, and when relief from symptoms fails, 
these patients, who are usually already emotionally 
unstable as a result of the constant or repeated libera- 
tion of toxin from the Brucella organisms in their 
bodies, suffer mentally from the new failure, and the 
treatment is actually a traumatic experience. 

Even when a substance is obtained that will com- 
pletely eradicate the organisms from the human body, 
many patients are not going to be completely symptom- 
free. In the first place, many of them have been sick 
too long to give up the “habit” of illness. A person 
who has suffered from a disease of this type for 
years considers a state of perfect health to be utopian. 
Secondly, those who have harbored the infection for 
years are apt to have a certain amount of damage to 
the organs, such as the liver, gallbladder, fallopian 
tubes, et cetera, which have long been the foci of 
infection in these individuals. Some symptoms are 
therefore likely to remain, at least for a time, in all 
cases except those that are very mild. The patient 
should understand this before treatment is begun, not 
later when he is apt to believe that the physician is 
covering up for partial failure. 

Chloromycetin shows evidence that it is the first 
substance to be of any great value in these chronic 


cases. Other drugs and antibiotics have produced govd 
results in early cases but have failed in the majoriiy 
of cases of long duration. Chloromycetin is appar- 
ently nontoxic and produces no side effects to contr.- 
indicate its use. In my experience it has produced 
good results in 10 of the 15 cases in which it has 
been used. These good results include a few cases 
in which the patients report they are symptom-free 
and several cases that are markedly improved. It is 
my belief that these patients are not cured but at 
least in most cases will relapse sooner or later. For 
that reason I insist that they continue with vaccine 
therapy. 

The important thing is that now, for the first 
time, some of these people may be rapidly improved 
when they relapse into a state that interferes with their 
activity or comfort. Up until now improvement was 
usually a gradual and uncertain process, often of 
long duration and was usually followed sooner or 
later by yet another relapse. These patients receiving 
chloromycetin have not been followed long enough to 
ascertain the duration of the improvement, but if it 
proves to be for several months in most cases and 
if it can then be repeated by another course of treat- 
ment, chloromycetin will indeed be a boon to these 
sufferers. It appears in our cases that improvement 
is either marked or does not occur at all. In most 
cases where improvement occurs it is noted early, as 
early as the third day of treatment, but it has not been 
apparent at times for 7 to 10 days after treatment 
has been completed. 

All the patients in this series have had the disease 
diagnosed on the basis of the agglutination test, op- 
sonic index, and skin test. None of them have had 
positive blood cultures. The majority of cases are of 
several months’ or years’ duration. Most of the 
patients have been on vaccine therapy and have elected 
to take chloromycetin because their response to vaccine 
treatment was so slow. Others were placed on chloro- 
mycetin because they were nearly or completely in- 
capacitated. The fact that many of them have tried 
the previous “cures,” or other spectacular or expensive 
forms of treatment, without success rules out the 
possibility of the improvement being psychological. 
It is not apparent to me why certain patients respond 
so well and others with similar symptoms and findings 
do so poorly. It is probably due to the difference in 
the location of the organisms in the body. In the 
future we may be able to work out combinations of 
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substances which will eliminate the organisms from 
the various parts of the body. 

A few representative cases will be described. The 
dosage of chloromycetin was based on the initial dose 
of 60 mg. per kilogram of body weight followed by 
250 mg. every 3 hours for a total of 30 grams. They 
would have probably done as well on a schedule of 
0.5 gram every 6 hours. 

The first case treated with chloromycetin was 
C. M., a 35 year-old female, who had had the disease 
at least 4 years, and during that time had had several 
forms of treatment including vaccine, streptomycin, 
su! fadiazine, blood transfusions, and aureomycin. This 
woman was practically incapacitated because of severe 
weakness, aching, and mental depression. She usually 
hed a fever of 99 to 101 F. each afternoon. The 
patient was markedly sensitive to vaccine, getting a 
severe local reaction to even the most minute doses. 
The course of treatment with blood transfusions and 
sulfadiazine resulted in a decrease of symptoms for 
4 weeks. Streptomycin produced no noticeable change 
though it was given in dosage considered adequate. 
Aureomycin was given only 7 days when it had to 
be discontinued because of the marked irritation of 
the gastrointestinal tract. 

Chloromycetin was given without toxic reaction, 
other than a sense of numbness over the left zygomatic 
process which soon disappeared, and the patient re- 
ported a marked improvement in symptoms. Her 
remission was complicated by a sciatic pain which 
finally responded to a surgical removal of fibrous tis- 
sue around the nerve roots. Following her surgery the 
patient was injured in an automobile accident. In spite 
of these factors the symptoms due to the patient’s 
chronic infection were practically eliminated for a 
period of 6 weeks. At the end of that time a gradual 
return of weakness, sweating and insomnia occurred. 
At present a second course of chloromycetin is being 
given to the patient. 

C. Y., a 38 year-old female, R. T., a 39 year-old 
male, and R. S., a 24 year-old female, all responded 
in a like manner. They reported that symptomatic 
improvement was noted during the third or fourth day 
of treatment and that symptoms were relieved com- 
pletely. 

C. Y. is a physician’s wife who has had the dis- 
ease since childhood. She kept a diary during her 
period of treatment that was very revealing regarding 
the mild side effects caused by the chloromycetin or 
its action in her body. She reported diplopia the first 
day that was rather marked. After that the main 
things that she noticed were a bitter taste, frequent 
dropping of objects, and polyuria. Her word picture 
of her recovery from the distressing symptoms of 
pain, fatigue, and nervousness is that of a person being 
reborn. She relapsed to a degree, however, 4 months 
later. 

R. T., a factory worker, had been ill for a year 
with lumbar ache, nervousness characterized by pe- 
riods of shaking and crying, a weight loss of 20 
pounds, and migrating joint pains. For 6 months he 
had been too ill to work and had spent his savings 
in doctors’ offices. When the diagnosis of brucellosis 
was made, treatment with chloromycetin was begun. 
In this case a large dose was used initially, practically 
double the doses stated above and used in other cases. 
His symptomatic recovery was very rapid and com- 
plete, and he returned to work 10 days after comple- 
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tion of the chloromycetin therapy. He has remained 
symptom-free to date, a period of 22 weeks. 

R. S. presents an interesting case from a different 
angle. She had not only mild brucellosis but multiple 
sclerosis for a period of approximately 18 months. 
The symptoms of multiple sclerosis had diminished 
during about a 9 month period in which vaccine ther- 
apy had been used. The patient then became pregnant 
and, since it was known that both of these diseases 
often become worse following childbirth, I decided to 
give her chloromycetin near the end of her pregnancy. 
This was done, and there has been complete recovery 
from the symptoms of both diseases, this recovery 
having been maintained for a period of 23 weeks. 
Unfortunately the patient is not available at this time 
for a neurological examination. I do not know if her 
reflexes and eyegrounds have changed or not. It is 
well known that multiple sclerosis is characterized by 
remissions, but they do not usually follow pregnancy. 
This is of interest because it adds support to the 
theory of Kyger and Hayden’ that there may be a 
relationship between brucellosis and multiple sclerosis. 

A few cases seemingly of like severity and dura- 
tion failed to derive any benefit from chloromycetin. 
The severity of the symptoms seemed to have little 
bearing on the outcome of the treatment. I have seen 
success with patients who were completely incapaci- 
tated by the disease and in others to whom it was 
merely a nuisance. On the other hand, chloromycetin 
treatment has been a dismal failure in cases that were 
seemingly like some of our “prize cases.” Harris? 
reports a series of 25 cases with 78.5 per cent making 
partial or complete recovery. Three, however, received 
more than one course of therapy. 

Of great importance is the necessity of carrying 
on with vaccine, even after seemingly excellent results 
with chloromycetin. In cases which are newly diag- 
nosed and in which vaccine therapy has not been used 
previously, it should be instituted immediately. The 
treatment of brucellosis cannot as yet be accomplished 
with the routine ease of management of gonorrhea. 
There still remains much symptomatic treatment of 
a medicinal, manipulative, and psychological nature 
that must be done. Cases of years’ duration have 
organic changes in various foci that must not be neg- 
lected. These patients also have established various 
patterns of thinking and behavior, because of long 
association with this debilitating disease, that cannot 
be ignored, nor should it be left for the patient to 
attempt to find his own way out of the maze. Remem- 
ber that these people are bewildered and have spent 
months or years and hundreds of dollars trying to 
get well. They deserve an explanation of the nature 
of the disease, how it involves the body, what it is 
likely to do to them, and what you hope to accomplish 
to help them. In short, these people need a true 
physician. 

SUMMARY 

It is pointed out that there is now a substance 
available that will produce symptomatic improvement 
in a large number of cases of brucellosis. Whether 
or not chloromycetin can be given again and again 
with equal effectiveness in the cases which relapse 
remains to be seen. 
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Simplified Clinical Evaluation of Ocular Palsies 
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Contrary to the consensus, the evaluation of 
ocular motor paralyses should usually be a simple mat- 
ter. Unnecessary difficulty, however, often arises from 
conventionally published erroneous concepts of extra- 
ocular muscle action. These are based on a fallacious 
assumption that eye movements produced by given 
muscles are those which would result from their soli- 
tary action on the eyeball in neutral position, i. e., 
with gaze directed straight ahead. Since these are not 
the physiologic conditions under which the muscle 
pairs act, the implied actions are obscure or even mis- 
leading as diagnostic criteria and constitute an unfor- 
tunate source of confusion. This paper purposes to 
visualize graphically the cardinal extraocular muscle 
actions as an essentially simple basis for interpretation 
of these clinical problems. 

ANATOMICAL BASIS OF EXTRAOCULAR MUSCLE ACTION 

The action of the individual eye muscles is readily 
visualized and may be understood by reference to the 
accompanying diagrams. 


LATERAL RECTUS 
—, 


f 


MEDIAL 
RECTUS 


The medial and lateral recti direct gaze medially 
and laterally (Fig. 1). Weakness of these muscles 
presents no diagnostic difficulties. However, diagnostic 
errors frequently arise from failure to consider that 
the functions of the remaining extraocular muscles 
vary with the horizontal direction of gaze. 


The action of the superior and inferior recti is 
modified by the angle formed between their direction 
of pull (along the anterolaterally directed axis of the 
bony orbit) and the visual axis. When gaze is direc'-d 
laterally vertical movements are produced almost «n- 
tirely by this pair of muscles since this position aligys 
the visual axis with their direction of pull (Fig. 2). 
Contractions of the oblique muscles with the eye n 
this position would produce chiefly torsion of te 
eyeball rather than any vertical shift of gaze. -\s 
torsion is not a normal physiologic response with 1 \e 
head fixed as during examination, the action of the 
obliques may be considered negligible when gaze is 
directed laterally. 
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Fig. 1. Horizontal movements laterally are a function of lateral rectus (LR), medially of the medial rectus (MR). 
Fixation point with eye in neutral position (F). Fig. 2. Vertical movements with gaze directed laterally are chiefly a function 
of superior rectus for upward movement (SR) and inferior rectus for downward movement (IR). Fig. 3. Vertical move- 
ments with gaze directed medially are chiefly a function of the oblique muscles. The superior oblique (SO) depresses while 
the inferior oblique (10) elevates gaze. Diagrams are of right eye. Fig. 4. The movements indicated for the two eyes as 
seen from the front by the examiner isolate as nearly as possible the action of the individual extraocular muscles. 
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The oblique muscles insert behind the equator of 
the eyeball and act from actual or physiologic origins 
anterior to this plane. With the visual axis aligned 
as nearly as possible with the anteromedial direction 
of pull of the oblique muscles (by directing the gaze 
medially) contractions of the obliques become chiefly 
responsible for vertical eye movements (Fig. 3). The 
inferior oblique elevates gaze while the superior 
oblijue lowers it. Theoretically, contraction of the su- 
perior or inferior rectus with the eyeball in this 
position would produce torsion. Since this is not a 
physiologic response under test conditions the action 
of this pair of recti may be considered negligible when 
gazc is directed medially. 

With the eyeball in positions intermediate between 
laterally and medially directed gaze vertical move- 
ments will obviously be produced by the coordinated 
action of both superior rectus and inferior oblique 
for elevation of gaze and the inferior rectus and su- 
perior oblique for depression. However, in cases of 
faulty vertical movement the problem is to determine 
which particular muscle in a given pair is responsible. 
This is best accomplished by testing vertical move- 
ments at each extreme of horizontal gaze (i. e., with 
gaze directed medially, then laterally) since this tends 
to isolate the actions of individual muscles. Special 
studies of torsion effects (as variable tilting and dis- 
placement of the image from the retina of the involved 
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eye produced by efforts to alter vertical levels ot 
gaze) are possible with special equipment, but are 
not essential to the diagnosis of paralytic squints. 
PLAN FOR EVALUATION OF OCULAR MUSCLE FUNCTION 

Clinically then, the medial and lateral recti are 
tested by demonstration of their ability to direct the 
gaze medially and laterally. The superior and inferior 
recti may be tested by having the patient respectively 
elevate and depress gaze with the particular eye 
directed laterally (about 23°). The superior and 
inferior obliques may be tested by checking ability to 
respectively depress and elevate gaze with the particu- 
lar eye directed medially as far as possible. During 
examination the head should remain fixed. Movements 
in the appropriate directions (Fig. 4) should be ob- 
served both with a moving object for the eyes to 
follow and upon verbal commands alone since this 
makes it possible to differentiate eye movements initi- 
ated reflexly (from the occipital cortex by the stimulus 
of the moving object in the visual field) from those 
initiated voluntarily (from the frontal cortical center 
for eye movements). 

SUMMARY 

A simplified basis for testing and evaluating 
extraocular muscle functions has been graphically 
visualized and described. 


“418 East Olive Ave. 
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While attempts at instrumental, nonbloody meas- 
urement of the arterial pressure in man date far back 
in medical history, it is only within the past 30 years 
that measurement of the blood pressure has become 
an integral part of the physical examination. Since 
then hypertensive disease and its consequences have 
become recognized as being among the most common 
conditions encountered by the physician. According 
to conservative estimates 8 to 10 per cent of the entire 
population under 45 years of age have hypertensive 
vascular disease and after 45 years of age, the inci- 
dence rises to 40 per cent of the entire population. 
As long ago as 1924 Fahr' calculated that 140,000 
deaths in the United States were due to hypertension 
or its consequences, this number representing 23 per 
cent of all deaths in persons over 50 years of age. 

In studying arterial hypertension it has constantly 
been borne in mind that the majority of the sufferers 
of this disease must be cared for by the general prac- 
titioner whose laboratory facilities are usually limited. 
Therefore, clinical methods have been stressed and 
extensive laboratory investigation has been avoided as 
much as possible in the writing of this paper. 

It is my impression that terms such as “benign” 
and “malignant” when applied to hypertension are 
actually misnomers since the disease is never actually 
benign and sooner or later results in damage to the 
kidneys, heart, or brain. Likewise the term “essential” 
is misleading, since its original definition as that type 
of elevation in blood pressure essential to insure an 
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adequate supply of blood to the various organs of the 
body in the presence of arteriosclerosis is no longer 
accepted. For the purposes of this paper these terms 
have been eliminated and the single term “hypertensive 
vascular disease” has been used for the syndrome in 
which the systolic and diastolic pressure is temporarily, 
continuously, or recurrently elevated. 
ETIOLOGY 

The management of the patient with hypertensive 
vascular disease involves many factors of which a 
thorough understanding of the etiology and its accom- 
panying physiologic mechanisms is a prime requisite. 

Despite a century of investigation, the cause of 
hypertension is still unknown. Nevertheless a great 
deal of important information regarding its many 
causes has been acquired. One fundamental fact that 
appears to be definitely established is the inherited 
constitutional predisposition which has been exhaus- 
tively studied by Weitz? who concluded that hyper- 
tension is inherited as a dominant characteristic, 
but admitted that the dominance is not invariably 
demonstrable. Hines* likewise reported evidence that 
hypertension is inherited as a dominant characteristic. 
He found that a family history of hypertension is five 
times as frequent among hypertensives as among con- 
trols. Ayman‘ found that in families in which both 
parents had normal blood pressure, only 3.1 per cent 
of the children had high blood pressure, while the 
disease was present in 28.3 per cent of the children 
of families with one hypertensive parent and in 45.5 
per cent of the children of two hypertensive parents. 
Most physicians are acquainted with families in which 
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the members are subject to “strokes.” The more oppor- 
tunity I have to study the families of sufferers from 
hypertension, the more convinced I am that most of 
them are predestined from birth. 


There is no known single specific cause for hyper- 
tensive vascular disease. The disease may be initiated 
by a great many different factors. Page,’ in 1939, 
listed forty-seven conditions causing or associated with 
hypertension, and there are probably many more which 
we do not as yet entirely recognize. Furthermore, it 
is not absolutely necessary for these causative factors 
to be present throughout the entire course of the dis- 
ease, but merely to give the initial impetus—once 
started the hypertensive processes frequently continue. 


Of the many causes of hypertensive vascular dis- 
ease, certain ones stand out conspicuously because of 
their frequency in clinical practice. In my experience 
these causes can best be divided into four main groups, 
namely (1) uropathies, (2) cardiac disease, (3) metab- 
olic and endocrine disorders, and (4) miscellaneous 
causes. 

1. The Uropathies—Since the work of Gold- 
blatt,® Page,” and others, attention has been focused 
upon the kidneys as etiologic agents. These investiga- 
tions of the mechanism through which constriction of 
the renal artery in the dog produces hypertension have 
rendered it highly probable that diminution in renal 
blood flow produces hypertension in human beings 
through the intermediacy of the secretion of a pressor 
substance into the blood by the ischemic kidney. 


Study of the pathological anatomy in many of the 
individual diseases of the kidneys associated with 
hypertension reveals evidence of obstruction to the 
renal blood flow. In my experience, unilateral kidney 
disease, glomerulonephritis, nephrosclerosis, and poly- 
cystic kidney disease are encountered with sufficient 
frequency to justify clear elucidation. Unilateral ob- 
structive lesions of the ureters such as kinked ureter, 
congenital vascular anomalies, and calculi have been 
of particular interest since Levy and others* have 
shown that ureteral ligation in dogs may cause pro- 
nounced diminution in renal blood flow and, conse- 
quently, hypertension. The invaluable aid of intra- 
venous urography and the retrograde urogram in the 
diagnosis of these conditions and the dramatic improve- 
ment following removal of the cause have been par- 
ticularly gratifying. 

2. Cardiac Disease—There are a few distinct 
cardiac conditions which, although not really related 
to the general problem of hypertensive vascular dis- 
ease, produce or are accompanied by elevation in blood 
pressure. In my experience these conditions occur with 
sufficient frequency to merit mention. Coarctation of 


the aorta, a congenital vascular abnormality, is char-, 


acterized by hypertension in the upper extremities 
and hypotension in the lower extremities. The eleva- 
tion in blood pressure in this condition is due to the 
structural abnormality and is amenable to surgery. 

As a result of the very slow heart rate that occurs 
in such conditions as aortic insufficiency and heart 
block, the systolic pressure is apt to rise and the 
diastolic to fall. 

3. Endocrine and Metabolic Disorders—The re- 
lationship of abnormalities in function of the endocrine 
glands to hypertension has been extensively investi- 
gated. These investigations have given the impression 
that such abnormalities can account for hypertension 
in selected cases. The cases of hypertension associated 


with menopause constitute a very considerable propor- 
tion of the total cases I see in private and dispensary 
practice. Such hypertension seems to be more common 
in women who have severe menopausal symptoms and 
a hereditary tendency to hypertension. 


Albright’s® measurements of the excretion of the 
prolan A in the urine indicate that the hot flushes of 
the menopause accompany increased production of this 
hormone, but they do not definitely prove that the 
two phenomena are connected. In my cases, the ad- 
ministration of large doses of estrogenic substance 
occasionally resulted in a fall in blood pressure, but 
generally no effect worthy of mention occurred. 
Mayer, Meranze and Israel’® also reported little effect 
on hypertension from the injection of estrogens, which 
would seem to indicate that hypertension is not di- 
rectly related to the loss of ovarian function. Even 
though the treatment with estrogenic substance }:as 
little effect on the blood pressure, it is of enormous 
symptomatic benefit in terms of alleviation of |.ot 
flushes, nervousness, headache, emotional instabiliiy, 
and other nervous symptoms easily confused with the 
symptoms of hypertension. 


Plummer™ showed that the systolic pressure is 
usually elevated but the diastolic pressure is normal 
or low in hyperthyroidism. However, it is not uncoin- 
mon for patients with long-standing thyrotoxicosis, but 
without true hypertension at first, to develop hypcr- 
tension at middle life. Hypertension in such individuals 
cannot be attributed directly to the thyrotoxicosis for 
very severe hyperthyroidism in the young, although 
present for years, does not produce elevation of the 
diastolic pressure. It has been my experience that 
in those cases of hyperthyroidism associated with 
hypertension the level of the blood pressure falls little, 
if any, after the basal metabolism is brought to normal. 
However, just as in the “climacteric hypertension,” 
striking subjective improvement does occur. 


In most cases of true myxedema there is a tend- 
ency toward lowering of the systolic pressure and 
elevation of the diastolic pressure with a resultant low 
pulse pressure. However, Fishberg,’* in a survey of 
necropsies in myxedema, found that cardiac hypertro- 
phy, granular kidneys, and severe arteriosclerosis were 
not uncommon. Here again there is no convincing 
evidence that the deficiency in thyroid secretion directly 
causes the hypertension, but it seems more probable 
that there is a complicated disturbance in the recipro- 
cal relations with other organs of internal secretion 
and the vegetative nervous system that results in hyper- 
tension, though the exact mechanism is completely 
obscure. I have observed striking improvement clini- 
cally, with stabilization of both the systolic and diastolic 
pressure, after the basal metabolism was brought to 
normal in cases of hypothyroidism and myxedema. 


It has been my observation that in health the 
blood pressure tends to rise with increasing weight 
and that elevation of both the systolic and diastolic 
pressure is a relatively common accompaniment of 
obesity. Robinson, Brucer, and Mass** studied blood 
pressure levels in relation to weight in 7,478 men and 
3,405 women who were well or suffering only from 
minor complaints. Analysis of results revealed that 
systolic hypertension was almost three times and 
diastolic hypertension four and one half times as 
frequent in obese as in undernourished men, and 
that systolic and diastolic hypertension was six times 
as frequent in obese women. 
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I have observed that reduction in weight by dietary 
restriction is usually accompanied by considerable 
fall in blood pressure, providing permanent organic 
changes have not occurred. However, blood pressure 
usually rises again if the patient gains weight. It 
appears evident to me that the obesity in itself does 
not cause hypertension, for we have frequently en- 
countered obese individuals with low blood pressure, 
but that obesity, like hypertension, is often an inherited 
characteristic and that the same constitutional type is 
predisposed to both. 

Despite the high incidence of hypertension in 
diabetics reported by Joslin’* and Kramer (Joslin 
33 per cent and Kramer 39 per cent), the fact that 
hypertension does not occur in young diabetics, even 
though they have had the disease in extremely severe 
form for years, shows that hypertension is not caused 
by diabetes. It is my impression that middle-aged and 
elderly diabetics are more apt to have hypertension 
than are those without diabetes. It furthermore seems 
probable that the constitutfonal disturbance which 
predisposes to hypertension is also related to diabetes. 
I have found hypertension, diabetes mellitus, and obes- 
ity to be a triad observed frequently in the same 
individual and not uncommonly in several members 
of the same family. 

4. Miscellaneous Group of Causes—Such condi- 
tions as adrenal tumors, Cushing syndrome, and the 
neurogenic and psychogenic factors in the production 
of hypertension, have been grouped together because 
of their relative infrequency in clinical practice. 

The adrenal tumors fall into two groups: (1) 
tumors derived from the adrenal medulla or other 
chromaffin tissue, which are known as pheochromocy- 
toma or paraganglioma, and (2) tumors derived from 
the adrenal cortex, usually carcinoma or adenoma. 

The hypertension produced by the first group of 
tumors is supposedly due to the secretion and circula- 
tion of an excess of adrenalin and is, therefore, usually 
of the paroxysmal type. The hypertension accompany- 
ing the second group is usually associated with other 
constitutional manifestations such as pubertas praecox 
in children and the Cushing syndrome in adults. 
Oppenheimer and his associates’® have shown that 
tumor of the adrenal cortex is the most common cause 
of the syndrome which Cushing originally attributed 
to basophilic adenoma of the pituitary. 

Considering the long-known pressor effect of ex- 
tracts of the posterior lobe of the pituitary gland, it 
is not surprising that they should have been investi- 
gated as a cause of hypertension. Cushing, in his 
remarkable investigations of the adenoma of the 
pituitary gland, was the first to show that basophilic 
adenoma produced a clinical picture characterized by 
obesity of peculiar distribution, hirsutism, abdominal 
striae, skeletal decalcification, amenorrhea, glycosuria, 
and arterial hypertension. He attributed the elevation 
in blood pressure in this syndrome to an excess of 
neurohypophyseal secretion. Later he advocated the 
theory that the immediate mechanism of essential hy- 
pertension consists in the secretion and circulation of 
an excess of the pressor principle of the posterior lobe. 
This theory is very attractive and although there is 
not sufficient evidence to justify its complete accept- 
ance, it certainly has not been completely disproved. 

The neurogenic and psychogenic origin of hyper- 
tensive disease has many advocates and it is generally 
admitted that psychic factors play an important part 
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in the production and maintenance of the disease. The 
early symptoms of hypertension are not unlike those 
of psychoneuroses and the relationship of emotional 
stress to the onset of hypertension and to the anxiety 
which is frequently responsible for the aggravation of 
existing hypertension is well known. It is my impres- 
sion that in spite of the organic nature of experimental 
hypertension, the psyche has not been absolved as a 
factor in the etiology of hypertension. 


DIAGNOSIS 


Since a logical curative therapy must be based 
upon removal of cause, cognizance of the etiologic 
picture is essential to proper therapy. Obviously the 
first consideration should be accurate etiologic diagno- 
sis. Many of the factors that have been mentioned 
are amenable to therapeutic correction; others are not. 

An adequate diagnosis, however, must consider 
not only the cause of the disorder but also the extent 
of functional impairment. Since the clinical pattern 
produced will depend upon the severity, the localiza- 
tion, and the rate of evolution of the arteriolar damage, 
the diagnosis must also include both qualitative and 
quantitative evaluations. I have found it desirable to 
determine accurately the stage of the disease in each 
individual so that the prognosis and methods of thera- 
peutic management can be more readily determined. 
As a guide in this direction patients are classified into 
one of three groups, e. g., early hypertensive vascular 
disease, moderately advanced hypertensive vascular 
disease, and advanced hypertensive vascular disease. 
These classifications are based upon examination of 
the retina, the heart, and the kidneys for evidence of 
arteriolar damage and not upon the degree of blood 
pressure deviation. The criteria for this clinical classi- 
fication are: 

1. Early Hypertensive Disease.— 

a. Retina: The ophthalmoscopic examination may 
be entirely negative or a uniform narrowing of the 
arteries and arterioles may be present. 

b. Heart: Examination of the heart is usually 
negative; there are no cardiac enlargement and no 
murmurs and the electrocardiogram is normal. 

c. Kidneys: There is no evidence of impaired 
renal function. The blood urea nitrogen, the total 
nonprotein nitrogen, and blood proteins are normal. 
The results of the Mosenthal test, which I consider 
the best and simplest test of renal function, are normal. 

2. Moderately Advanced Hypertensive Disease.— 

a. Retina: The changes of the retinal vessels will 
vary from uniform narrowing to irregularity in out- 
line, accompanied by arteriovenous compression. 

b. Heart: The heart is usually enlarged and 
assumes the typical cardiac silhouette indicative of left 
ventricular enlargement. No murmurs are present, but 
the second aortic sound is frequently accentuated. The 
electrocardiograph is normal except for the presence 
of left axis deviation. 

c. Kidneys: There is no evidence of impaired 
renal function. The blood urea nitrogen and non- 
protein nitrogen and the blood proteins are normal. 
The urinary Mosenthal test may possibly show a slight 
change in the night-day ratio. 

3. Advanced Hypertensive Disease.— 

a. Retina: Increased sclerosis is evidenced by 
changes in the caliber of the vessels and the width 
of the reflex stripe in the arteries. Retinal hemor- 
rhages and papilledema are also frequently seen. 
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b. Heart: The heart is markedly enlarged. A sys- 
tolic murmur is frequently elicited over both the apical 
and aortic areas, the former being a compensatory 
insufficiency due to the enlargement of the left ven- 
tricle and the latter due to atherosclerosis of the 
ascending aorta. The electrocardiograph, in addition 
to left ventricular preponderance, shows evidence of 
myocardial damage with widening and spread of the 
main ventricular deflection and T wave inversion in 
one or more leads. 

c. Kidneys: Evidence of nitrogenous retention 
and markedly impaired renal function occurs. The 
blood urea nitrogen, nonprotein nitrogen, and creati- 
nine are increased. The total blood proteins are 
reduced and the albumin-globulin ratio is altered and 
may be reversed. The Mosenthal test shows a fixa- 
tion of the specific gravity at a low level with an 
alteration of the night and day output ratio. 


THERAPY 


The objective of therapy obviously must differ 
according to the stage of hypertension. In early and 
moderately advanced hypertension the objectives are 
to (1) convert the hypertension, if active, into the 
inactive phase and watch for recurrences of activity ; 
(2) lower the blood pressure, and (3) prevent com- 
plications. Therapy in advanced hypertensive vascular 
disease is directed toward the treatment of the com- 
plications as they occur. Therapy at its best has cer- 
tain limitations, but I maintain that hypertension can 
be controlled and the progress of degenerative changes 
can be retarded. In my experience the following gen- 
eral regime can accomplish these objectives in the 
average case in which the cause has been removed or 
is indeterminate or irreversible. 

1. Rest.—Mental and physical rest is undoubtedly 
the best means at our disposal for lowering blood pres- 
sure. The influence of rest on hypertension is easily 
demonstrated by the notably lower blood pressure in 
the mornings. Ten to 12 hours of bed rest a day is 
insisted upon in the early and moderately advanced 
hypertensive patient, and from 12 hours to complete 
bed rest, depending upon symptomatology, is insisted 
upon in advanced hypertensive vascular disease. 

2. Diet.—In the management of hypertension the 
watchword is moderation. This applies to diet as well 
as to all other aspects of treatment. In early and mod- 
erately advanced hypertensive disease I recommend a 
normal, varied, well-balanced diet which, while avoid- 
ing an excess of proteins or sodium chloride, provides 
an adequate caloric intake along with sufficient amounts 
of vitamins, particularly vitamins A, B, and C. For 
the average well-nourished adult, such a diet should 
contain 1800 to 2000 calories and should consist of 
approximately 200 gm. of carbohydrate, 70 gm. of 
protein, and 100 gm. of fat. To impose unnecessary 
restrictions in diet upon such patients is often pro- 
ductive of more harm than good. The unnecessary 
restriction of protein has little or no effect upon the 
hypertension and it may seriously disturb body nutri- 
tion and even induce protein deficiency with its accom- 
panying anemia and edema. Just as too stringent 
restriction of protein is to be avoided, there is also no 
advantage in allowing an excessive protein intake. 

In advanced hypertensive vascular disease when 
arteriolar changes are manifested in the kidneys and 
the heart muscle shows evidence of failure, appropri- 
ate dietetic management is indicated to combat renal 
and cardiac failure. The proteins are increased and 


ournal A.O.A. 
ecember, 1949 
sodium restricted in heart failure, and both the pro- 
teins and sodium are restricted in renal failure. 

Two other types of dietary therapy must be men- 
tioned. The first is the “rice diet” as described by 
Kempner.** For the average patient this diet is intol- 
erable, and in the group I have observed no one has 
remained on it for more than 3 weeks. The second 
is the low sodium diet as described by Grollman and 
Harrison.’® There is no convincing evidence to show 
that uncomplicated hypertension is influenced to any 
noteworthy degree by excluding salt from the diet. 

It is my impression that there is no specific diet 
suitable for all cases of hypertension. When renal and 
cardiac complications occur, the dietetic restrictions 
indicated in those conditions should be followed. So 
long as these complicating factors are absent, however, 
dietetic regulations should be instituted not so much 
with the idea of reducing blood pressure as for the 
purpose of correcting associated metabolic faults. 

3. Osteopathic Manipulative Therapy.—-Long aul 
Deming,”° in 1943, demonstrated in a series of well- 
controlled experiments that sudden mobilization of the 
upper dorsal vertebrae produced a lowering of bloc! 
pressure. Although there is no evidence that hyper- 
tension originates as a disorder of the autonomic nery- 
ous system, it has always been taken for granted that 
whatever the origin, the arteriolar constriction which 
entails the rise in pressure is produced by augmente:! 
tone of the sympathetic vasoconstrictor nerves. The 
success obtained by splanchnic section and other op 
erations on the sympathetic nervous system indicates 
that the autonomic nervous system is in some way 
concerned in the pathogenesis of hypertension. 

It, therefore, seems very plausible that direct 
osteopathic manipulation of the vertebrae affects the 
autonomic nervous system in a similar fashion. All 
of my patients with hypertensive vascular disease 
receive regular osteopathic manipulative treatment and 
I am convinced of its efficacy. Unfortunately, how- 
ever, there is insufficent scientific evidence to sup- 
port this conception, but it assuredly merits further 
consideration and investigation. 


4. Philosophy of Life.—It is widely held that the 
stress and strain of modern life predisposes to hyper- 
tensive disease. Whether this is accomplished through 
an effect on the central or sympathetic nervous systems 
or on the endocrine glands is not known at present, 
nor important in this discussion. But the fact that 
hypertensive disease can be precipitated or aggravated 
by emotional stress is generally agreed upon. 

I have found it to be of paramount importance 
for the patient to have some fundamental understand- 
ing of the disease with which he is afflicted. He must 
understand that he is being treated rather than his 


. blood pressure and that there are certain portions of 


the treatment which he must perform. Unless he is 
willing to assume this responsibility and make the 
necessary sacrifices and adjustments, treatment of any 
type is usually futile. 

5. Sedation. Sedatives are often of great benefit 
to hypertensive patients. They assist in obtaining the 
relaxation so necessary for adequate rest. Mild seda- 
tion to diminish the constant fretting turmoil is all 
that is necessary. For this purpose small doses of 
phenobarbital given at regular intervals is usually 
sufficient. 

It is my contention that hypertensive disease, if 
detected early, is controllable by this regime. It is not 
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contended that this regime is curative and it is recog- 

nized that despite treatment, the progression toward 

more and more organic damage often continues. It 

js also admitted that in a minority of patients this 

regime is of no avail; for these patients one of the 

three so-called “specific therapies” is used. 

1. Specific Medicinal Treatment.—Of the count- 
less drugs that have been used in the treatment of 
hypertension, none has proved to be of particular value 
except thiocyanate. This drug has been held as im- 
practical because it has been observed that its hypo- 
tensive effect is closely associated with a toxic effect. 
For this reason it had long been abandoned until 
interest in the drug was revived by Barker** who 
reported satisfactory results in hypertension without 
toxic effects by maintaining blood cyanate levels of 
fron 8 to 12 mgm. per 100 cc. He reported that 
toxicity begins to appear only when the blood level 
reaches 15 to 30 mgm. per 100 cc. My interest in 
this therapy has been stimulated by the work of Grif- 
fith and Lindauer,?? who im addition to devising a 
micro method for the determination of thiocyanate 
blood level, demonstrated that thiocyanate therapy 
tends to increase capillary fragility and may, therefore, 
predispose to apoplexy. They also found the drug 
tends to increase lymphatic flow and is invariably 
ineffective if given to a patient whose flow is already 
increased. These investigators recommend the Gothlin 
index as a reliable test for the measurement of capil- 
lary fragility and the patent blue test for the measure- 
ment of rate of cutaneous lymphatic flow. 

Petechial Index (After Géthlin Technic).—1. A 
circular area, 6 cm. in diameter, is marked off in each 
antecubital space. 

2. First stage: A blood pressure cuff around each 
upper arm is inflated to 35 mm. of mercury for 15 
minutes and thereafter the petechiae are counted. 

3. Second stage: After an hour, the first stage is 
repeated, using 50 mm. cuff pressure. 

Calculation : 

Petechiae at first stage X 2 + petechiae at second 
tase =: P. I. 

Normal = 8 (or less) Increased = 13 + 

Borderline, probably increased, 9-12 

Technic for Measuring Cutaneous Lymphatic 
Flow.— 

1. The blue colloidal dye, patent blue, is used, 
purified according to the method of McMaster. 

2. After intracutaneous injection of 0.04 cc. of 
dye in the antecubital space the spread of streamers 
is followed for 15 minutes. Spread during the first 
minute is due to the force of the injection. From the 
first to the fifteenth minute, the spread should be no 
more than 34 inch. A greater spread indicates an 
increased flow. 

3. The color disappears, always within 2 days, 
often in 18 hours. No reaction occurs and no perma- 
nent discoloration remains. Occasionally a transient 
redness is seen about the area of injection, lasting 
1 hour. 

Griffith and Lindauer®* report increased capillary 
fragility as measured by the method of Gothlin in 
about 18 per cent of hypertensive subjects and 36 per 
cent of the subjects with increased fragility show in- 
creased lymphatic flow with the patent blue test. When 
increased capillary fragility and increased cutaneous 
lymphatic flow are found, either alone or associated, 
both can be normalized by rutin therapy. 
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Rutin is a nontoxic substance which can be given 
in a dosage of 20 mgm. three or four times daily. 
In addition to its ability to stabilize capillary fragility 
and cutaneous lymphatic flow, rutin may also lower 
blood pressure and relieve hypertensive symptoms. 
This effect, however, is extremely variable. 

In my experience, rutin and thiocyanate have been 
helpful in the management of those cases of early 
and moderately advanced hypertensive vascular disease 
which do not respond to the regime of rest, diet, 
osteopathic manipulative therapy, adjustment of phil- 
osophy of life, and sedation already given in detail. 
I have experienced no serious toxic effects from thio- 
cyanate since maintaining carefully controlled blood 
levels. The Gothlin index and cutaneous lymphatic 
flow test have been valuable in aiding in the selection 
of patients and in the prevention of the dreaded com- 
plication of hemorrhage. 

My present program of thiocyanate dosage con- 
sists of an initial dose of 0.2 gm. of potassium thio- 
cyanate three times daily. The thiocyanate blood level 
is determined at the end of 1 week. The original dose 
is then continued or increased. For example, in a 
given case the initial dose of 0.6 gm. daily resulted 
in a blood level at the end of 1 week of 6 mgm. per 
100 cc. The dose was then increased to 0.8 gm. daily 
and at the end of a week the blood level was 10 mgm. 
per 100 cc. This is regarded as the optimal blood level. 
A maintenance dose of 0.1 to 0.2 gm. was then con- 
tinued. As long as thiocyanate is being given, blood 
levels are determined once every 3 weeks. During the 
initial period when the dose is being adjusted to secure 
a therapeutic level, blood levels are determined weekly. 

If a blood level of 10 mgm. is maintained for 
3 weeks and no appreciable drop in blood pressure 
occurs, the treatment is abandoned. A successful case 
has been arbitrarily defined as one in which the sys- 
tolic pressure falls to 175 mm. or lower with a cor- 
responding fall in the diastolic pressure and with a 
moderate to marked subjective improvement. 

2. X-ray Therapy.—This therapy is not new in 
the treatment of hypertension. The department of 
radiology at the Osteopathic Hospital of Philadelphia 
has been using this treatment for the past 12 years. 
Approximately 150 cases have been treated and the 
results have been encouraging. Of the cases treated, 
satisfactory results have been obtained in 85 per cent. 
The majority of these cases have been the menopausal 
type of early and moderately advanced hypertension. 

The criteria for selection of cases consist essen- 
tially of normal renal function, normal gynecological 

background, normal blood chemistries, and a Smith- 
wick classification of the eye grounds. 

The treatment consists of one course of sixteen 
treatments. The therapy is directed to the centers in 
the diencephalon and along the entire vegetative axis. 
Eight ports are used and each port is treated four 
times. Two ports are treated at each session. 

The objective of therapy is to lower the blood 
pressure approximately 40 mm. and to stabilize it 
at this point. This is supposedly accomplished by 
stabilizing and normalizing the chemical transmitters 
in the nerve endings and ganglion centers. A local 
vasodilating effect also occurs but this apparently has 
little or no effect upon the blood pressure. 

The usual response consists of a fluctuation in 
the blood pressure during the early phases of treat- 
ment. Decline in the blood pressure usually occurs 


when one half of the course of treatment has been 
completed, and stability of the blood pressure occurs 
approximately 6 to 8 weeks after the entire course of 
treatment has been completed. 

3. Surgical Treatment.—Despite numerous theo- 
retical objections, the past few years have witnessed 
increasing interest in the surgical treatment of hyper- 
tension. 

The criteria for operation suggested by Peet*® are 
as follows: a patient below 54 years of age, a more 
or less continuously elevated blood pressure with a 
systolic pressure over 170 and a diastolic pressure 
above 105, a nonprotein nitrogen below 45 mgm. and 
preferably below 40 mgm. per 100 cc., a well- 
compensated heart, and relatively normal cerebral 
function. 

The criteria used by Smithwick™ are essentially 
the same except that emphasis is placed upon the pulse 
pressure. Three types of pulse pressure are defined: 

1. Narrow pulse pressure—pressure is less than 
one half of the diastolic pressure. 

2. Intermediate pulse pressure—pressure is equal 
to or up to 19 mm. more than one half the diastolic 
pressure. 

3. Wide pulse pressure—pressure is 20 mm. or 
more greater than one half the diastolic pressure. 

The response to surgical treatment and the prog- 
nosis are best in types 1 and 2 and poorest in type 3. 

Three general groups of surgical procedures for 
the treatment of hypertension have been tried. They 
are (1) renal denervation, (2) adrenal denervation 
or partial adrenalectomy, and (3) sympathetic de- 
nervation. The first two of these procedures have 
been abandoned. The last, sympathetic denervation, 
appears to be the procedure of choice. Different tech- 
nics for denervation of the sympathetics are used in 
various clinics. These technics differ chiefly in the 
extent of denervation. The least extensive is the sub- 
diaphragmatic splanchnicectomy of Craig.*° Peet** 
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recommends the bilateral supradiaphragmatic splanch- 
nicectomy which is considerably more extensive. A 
more complete denervation is used by Smithwick* 
which is a combination of the two operations mentioned 
above. The most extensive operation is the nearly 
total sympathectomy of Grimson.*® 

Further data are required before the relative 
value of these surgical procedures can be determined. 
Since all the operations demand considerable skill 
on the part of one already well versed in neurosurgery, 
the choice is apt to be dictated by the experience of 
the surgeon available rather than the merit of the 
individual procedure. 

The anticipated results of the surgical treatment 
of hypertension cannot be spoken of in terms of a 
“cure.” The best that can be hoped for from the 
present operations is a temporary palliation over a 
postoperative period ranging from 1 to 12 years. 

Peet®* reports that improved renal function and 
favorable effect on headache, dyspnea and other sub- 
jective symptoms were often more striking and pro- 
portionately more pronounced than the fall in blood 
pressure. Page and Heuer®’ have observed similar 
symptomatic response. Adson and his associates”® also 
report the effect on the blood pressure as being slight 
and the effect on the symptoms proportionately more 
favorable. 


The results of surgical treatment can be bricfly 
summarized in terms of: 

1. Slight to moderate reduction in blood pressure 

2. Moderate to marked alleviation of symptoms 

3. Relief of incapacitation 

4. Possible prolongation of life. 

SUMMARY 

The etiology, diagnosis and therapy of hyperten- 
sive vascular disease have been discussed. Clinical 
methods, not requiring extensive laboratory investiga- 
tion, have been stressed. 
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THE DONORA DISASTER 


During the last week of October, 1948, a heavy 
smog settled over the area of southwestern Pennsyl- 
vania in which the industrial town of Donora is 
located. Smogs of short duration are not uncommon 
there and except for discomfort due to irritation and 
the nuisance of dirt and poor visibility, no particular 
significance had been attached to such occurrences. 


However, the smog which encompassed the 
Donora area on the morning of Wednesday, October 
27, was unusually dense, enough so to evoke comment 
from the residents. But it was not until Saturday 
that the smog began to take its terrible toll. Between 
2 am. and 11:30 p.m. seventeen residents died; two 
more died on Sunday, and the twentieth died a week 
later. 


By the time the twentieth death had occurred, the 
news of the disaster had spread to the entire Nation 
and the Division of Industrial Hygiene of the United 
States Public Health Service had been requested to 
conduct an investigation. On October 14, 1949, the 
results of the year-long investigation were released by 
Federal Security Administrator Oscar F. Ewing. This 
173-page report' revealed for the first time that in 
addition to the twenty deaths, 5,910 persons were 
made ill by the 5-day smog over the Donora area. It 
can now be said what could not previously be said 
with scientific proof—that contamination of air in 
industrial areas can cause serious acute disabling 
disease. 

In his Foreword to the Report, Leonard A. 
Scheele, Surgeon General of the United States Public 
Health Service, says: 

This study is the opening move in what may develop into 
a major field of operation in improving the Nation’s health. 


We have realized, during our growing impatience with the 
annoyance of smoke, that pollution from gases, fumes, and 


1. Air pollution in Donora, Pa.; epidemiology of the unusual 
smog episode of October 1948; preliminary report. Public Health 
Bulletin No. 306. Federal Security Agency. Public Health Service, 1949. 
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microscopic particies was also a factor to be reckoned with. 
But it was not until the tragic impact of Donora that the 
Nation as a whole became aware that there might be a serious 
danger to health from air contaminants. 

It is indeed true that the Nation as a whole had 
not been alerted to the danger of atmospheric con- 
tamination, but the subject has not gone unnoticed, 
nor has it been passed without comment. For years 
Clarence Mills? has been conducting important and 
revealing studies of the smoke menace in urban areas. 
The sixty deaths during a period of intense fog near 
Liege, Belgium, in 1930 set off a series of investiga- 
tions and reports.** 


But it took the Donora disaster to start proceed- 
ings that may possibly lead to cleaner and safer air 
in industrial areas in the United States. Although 
industries have frequently been resistant to the instal- 
lation of expensive air pollution controls, they are 
beginning to learn that the economic rewards are great. 
Much fuel is being saved and valuable chemicals are 
being salvaged by such installations. 


In 1947 Alexander Levitt® published in Tue 
JoURNAL OF THE AMERICAN OSTEOPATHIC AsSsocIA- 
TION an abstract of his exhaustive study on degenera- 
tive diseases including cancer. This study was 
prompted “by an awareness of the serious lags in 
preventive medicine—-an awareness of inadequate 
correlation of discoveries in many sciences that seem 
to favor the progression of man’s ‘civilized’ diseases.” 
Levitt called attention to the many evidences that can- 
cer and other degenerative diseases are related to 
modern environmental conditions, with special refer- 
ence to air pollution. He recommended practicable and 
concrete steps to be taken in the control of untoward 
effects of pollutions, contaminations, and deficiencies 
leading to serious and disabling illnesses. 


In closing Levitt called upon each osteopathic 
physician, physicians of other schools of medicine, 
workers in allied sciences, educators, civic leaders, and 
all concerned with public health and welfare to con- 
sider the challenge of cancer and other degenerative 
diseases. Let us hope that his is not a voice calling 
in the wilderness and that it will not require other 
“Donoras” to focus attention on the need for study 
and control of other adverse environmental conditions. 


THERE’LL BE CHANGES 


The Fifty-Fourth Annual Convention of the Ameri- 
can Osteopathic Association will be held at the Stevens 
Hotel, Chicago, July 10 to 14, 1950. Aside from the 
social and entertainment aspects, for which American 
Osteopathic Association conventions have always been 
outstanding, the excellence of its technical presentations 
is annually anticipated by members. Excellent though 
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professional programs have been in the past, there has 
long been a feeling in many quarters that a rearrange- 
ment would be desirable. Heretofore so many technical 
discussions in small groups have occurred simultane- 
ously that it has been impossible for many to attend 
more than a part of the lectures they have desired to 
hear. Afternoon teaching sessions have been divided 
into groups designated by specialty practice and fre- 
quently have been held in locations inconveniently 
distant from each other. 

The 1950 Convention will have as its keynote, 
“The Integrated Concept of Health As Reflected in 
Osteopathy,” and that integration will be emphasized 
not only in the program material itself but in the 
method of presentation. Meetings of small groups 
segregated by specialty practice will be discontinued. 
There will be only two teaching sessions each after- 
noon at which pursuant to the theme of integration, 
physicians from every branch of osteopathic practice 
will speak on a central theme. 

Insofar as time permits, the daily themes will be 
begun in the morning general sessions and carried 
through the entire day. These themes have been taken 
from the current list of the ten leading causes of 
death in the United States, which, as far as possible, 
have been combined into syndromes comprising the 
conditions which osteopathic physicians meet daily in 
their practices. The teaching sessions will be attended 
by much larger groups but will cover subject material 
more thoroughly than previously has been possible. 
Both general practitioners and specialists will con- 
tribute of their knowledge on specific syndromes. 
When it is indicated, the day’s first presentation will 
cover the related anatomy, physiology, and pathology. 
Formal presentation of papers will be relatively short 
with sufficient time allcwed for questions and discus- 
sion. The osteopathic manipulative approach to all of 
these syndromes will not only be discussed but will 
be demonstrated as well. The two afternoon teaching 
sessions will be held in rooms which are relatively 
close together, making it possible to go from one 
session to the other to hear particular phases of the 
same general subject discussed by particular physicians. 


It has long been felt that the necessity for spe- 
cialty training has served to divide the profession into 
groups of special interest at the sacrifice of unity of 
purpose. This program is designed to avoid that trend 
and to bring together the general practitioner and the 
specialists in discussions of their mutual problems. 
The general practitioner will be afforded opportunity 
to become better acquainted with the services of spe- 
cialists that are available to his patients. Likewise, 
specialists in any branch can enhance their own pro- 
fessional acuity by reviewing again the comprehensive 
viewpoint of therapy and at the same time become 
better acquainted with the contributions made by other 
phases of professional practice. In short, the program 
is designed to bring about a more complete under- 
standing of all phases of osteopathic practice to the 
physician. Again its keynote: “The Integrated Con- 
cept of Health As Reflected in Osteopathy.” 

C. R. Netson, D.O. 


General Program Chairman 
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ALL THAT GLITTERS IS NOT GOLD 

In a recent editorial in THe JourNaL oF tue 
AMERICAN OsTEOPATHIC ASSOCIATION? attention was 
called to the fact that the “wonder drugs,” the sulfas, 
are really not so wonderful after all. Thus is repeated 
the age-old story of initial enthusiasm and later dis- 
illusionment. Man lives in hope, in a subjective world, 
and projects outward onto reality the workings of his 
imaginings and hopes. This weakness of human nature 
from which no one is exempt, has resulted in rather 
elaborate precautions on the part of scientists to safe- 
guard and assure the truth and correctness of the «ata 
of science. It has given rise to the concept of “pure” 
or “exact” science. 


However, science is not so exact or objectiy« as 
we would like to believe. For example, Max Planck? 
notes that 


..+ Monism, founded by outstanding scholars, phil. so- 
phers, and natural scientists, was a school of thought 
commanded high respect only as recently as a short gener 
ago. Yet, in these our days hardly a word is being lx <r 
about the Monists, although the structure of their ideo 
was unquestionably erected to endure for a long time to c 
and it started out on its career with high hopes and ¢ 
promises .. . if we take a closer look and scrutinize the edi ice 
ot exact science more intently, we must very soon bec: : 
aware of the fact that it has a dangerously weak poii 
namely, its very foundation. 

Even mathematics, the most exact of sciences, has ‘elt 
the assault of change only recently in the discoveries 
of Einstein. 

Change has a constant element, as it applies to 
the productions of man, that is, it is dependent on 
subjective observation. As Planck states it, 


.. . Now then, among all the facts that we do know and 
can report to each cther, which is the one that is absolutely 
the most certain, the one that is not open even to the most 
minute doubt? The question admits of but one answer: 
“That which we experience with our own body” . . . the best 
start toward a correct understanding of the scientific world 
picture will be to investigate the most primitive world picture, 
the naive world picture of the child. 


Jerome Frank® also notes this element of change, 
. . we hear much talk of “hard facts.” But facts are softer 
than they appear to the average person . . . since so large a 
part of our facts was originally man-made and can be changed 
by man, it is proper to say that every fact is “subjective” in 
this sense—that it involves a selection made by human beings, 
and human beings are so constitutionally limited in their 
perceptions that they cannot possibly know all that is going 
on in the universe. . . . Facts, then, insofar as they are inter- 
pretations of experiences, are not immortal. They are made 
by mortals and may be changed by other mortals. 


Facts become fashionable and are conditioned by 
the index of acceptability of the time and community 
in which they are enunciated. Frank* states, for 
example, 


The nabobs of the scientific group may easily frighten 
into silence the young scientist who has a fresh idea, or who 
has made a novel observation of “facts,” prompted by some 
unorthodox stimulus and out of step with accepted scientific 
thinking. . . . Science is in part a function of the pride an 
prejudice of the scientific tycoons. 

1. Editorial: Here we go again. J. Am. Osteop. A. 49:127 
Oct. 1949, 

2. Planck, M.: The meaning and limits of exact science. 
110:319-327, Sept. 30, i949. 

3. Frank, J.: The place of the expert in a democratic society. 
Philosophy of Science 16:3-24, Jan. 1949, 
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The organization of present-day knowledge re- 
lates tothe time of St. Thomas Aquinas, who, seeking 
to clarify the position of the church as it pertained 
to what was dogma and what was science, set aside 
science as that which may be perceived and recorded 
as the product of experience, From then till now the 
development has been away from direct observation 
of experience to the computation of mathematical or 
chemical formulae. In modern circles even a positive 
clinical demonstration fails to establish a medical truth. 
The experience of osteopathy is an excellent example 
of the human nature of scientific minds. The refusal 
of old-school medical scholars to accept or investigate 
the persistent effectiveness of osteopathic procedures, 
because such would not be “fashionable,” amounts at 
times to outright bigotry. This leads to presentations 
such as that of Phalen* in which he advocates as the 
treatment of backache a laborious exercise and rest 
regime for 6 or 8 weeks or more. Routine practice 
by osteopathic physicians has shown consistent cor- 
rection of such problems in one, two, or three manipu- 
lative treatments without the need of “strengthening 
the muscles by exercises.” Theodore Potter in dis- 
cussing Phalen’s paper, is quite right when he says 
that the importance of backache and similar disabilities 
must be appreciated and the rationale and technic of 
therapeutic procedures must be learned if this part of 
practice is to cease to a fertile field for the cultist and 
irregular practitioner. The task of M.D. orthopedists 
would be simpler if they would put aside their “pride 
and prejudice” and enquire into osteopathic procedures 
which are not, nor ever have been, secret. 


In the field of psychiatry, certainly at best a 
highly subjective branch of science, this element of 
positivism and change persists very much as in the 
more “exact” disciplines. Tredgold,® for example, ac- 
complished the rather amazing feat of writing a book 
on psychological medicine in 1943 and excluding all 
the advances made in the understanding of dynamics 
of mind since 1900. He represents an extreme of the 
differences between the organicists and dynamicists in 
psychiatry. The extremes of any group are made up 
of those who lag too far behind current progress and 
those who project themselves too far ahead. 


Always there can be detected in the works of 
men indications of their subjective characteristics. The 
self will project itself whether one wills it or not. 
Inner ruminations that give forth inventions and 
works of genius are flavored strongly by the emotional 
nature of the individual who thinks them and are 
often completely conditioned thereby. Eugene Ziskind® 
in an attempt to analyze psychotherapeutic effective- 
ness states, “It was possible to recognize (in the 
clinic) the psychiatrist from his case histories and 
for each there was a fixed series of psychopathological 
responses. In other words, the specific problem tended 
to conform to this psychiatrist’s preconceived idealogi- 
cal commitments.” He in turn, however, makes a 


4. Phalen, G. S.: Diagnosis and treatment of “mechanical back- 
ache.” J. Am. M. A. 141:445-448, Oct. 15, 1949. 

5. Tredgold, A. F.: Psychological medicine. William Wood & 
Co., Baltimore, 1943, p. 298. 

6. Ziskind, E.: How specific is psychotherapy? Am. J. Psychiat. 
106:285-291, Oct. 1949. 


Freudian slip of the pen in the use of the sentence, 
“One may classify or pigeonhole all procedures utilized 
in psychological therapy,” giving away his own atti- 
tude toward psychotherapy. 

Inasmuch as we cannot free ourselves from our- 
selves, we can only seek a haven in humility. In the 
face of what is unknown, we should stand in awe, and 
as Planck says, “venerate the inexplorable.”’ 

Tuomas J. Meyers, Ph.D., D.O., F.A.C.N. 


THE ORTHOPEDIC SUPPLEMENT 

This issue of THE JoURNAL contains a twenty- 
four page supplement furnished by The Osteopathic 
Academy of Orthopedists. The articles in the Supple- 
ment cover many phases of orthopedics, including 
scoliosis, bone grafting, fractures, painful hips in 
adults, degenerative spinal lesions, and ruptured inter- 
vertebral disks. Each article offers the best informa- 
tion available on the particular subject and presents 
it in a manner which should be of special interest to 
the osteopathic physician, whatever his field of practice. 

The advantages of THe JourRNAL supplements 
are manifold. The specialty societies which furnish 
the material are able to give many of their speakers 
a wider audience than is possible at the meetings where 
the papers are presented. Much work goes into the 
preparation of many papers which, if not published 
for the benefit of the profession at large, reach such 
a limited number of doctors that the labor involved 
in preparation seems hardly justified. 

On the other side, Tne Journat, by having the 
privilege of publishing papers written by authorities 
in the various specialties, is able to give all its readers 
more and better information on practically every phase 
of modern practice than would be possible without 
the cooperation of the various groups who make the 
supplements possible. 


OSTEOPATHY AND THE MARCH OF DIMES 


The annual campaign for funds by The National 
Foundation for Infantile Paralysis known as “The 
March of Dimes” is to be held the last 2 weeks of 
January. The osteopathic profession will be solicited 
for contributions and the Central office will receive 
many inquiries as to whether or not donations should 
be given. 

It may be said that the policy of The Foundation 
at the national level has been cooperative and friendly. 
While the local districts of the national group are 
controlled by local chapters and, in some instances, are 
dominated by allopathic physicians, for the most part 
patients of osteopathic physicians have received the 
same consideration as those of other physicians. 


The Foundation and its chapters make funds 
available for the care of polio patients who cannot 
pay. Emergency respirator service is made available 
and braces and other such aids are provided when 
necessary by Foundation funds. Certain rules and 
regulations have been established which must be com- 
plied with to obtain assistance and, in most localities, 
certain hospitals or medical centers have been desig- 
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nated as those to which patients must be taken to 
receive care under the program. 

There are many instances where the patients of 
osteopathic physicians have been accepted and have 
received care or orthopedic appliances after recovery. 
It is the policy of The Foundation not to discriminate 
against the osteopathic school of practice and the rela- 
tionship between it and the American Osteopathic 
Association has been most friendly. 

Literature, both for lay and professional use, 
published by The Foundation is available to osteo- 
pathic physicians upon request. 


A.O.A, 
ecember, 1949 

While The Foundation does try to aid research 
in infantile paralysis whenever it has available* funds 
this service has been greatly curtailed. At present 
any money which can be devoted to research is bei 
used for the purpose of studying methods of treat. 
ment. No funds have been made available to any 
osteopathic research project, nor has any attempt been 
made to obtain such grants. 

Of all the similar national organizations, perhaps 
The National Foundation for Infantile Paralysis js 
most deserving of osteopathic support. 

J. R. Forses, D.O. 
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ALLAN A. EGGLESTON, D.O. 
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Montreal, Canada 


COMMITTEE ON SPECIAL MEMBERSHIP 
EFFORT 
STEPHEN B. GIBBS, D.O. 


Chairman 
Coral Gables, Florida 


HELP INCREASE EFFICIENCY AND REDUCE 
OVERHEAD EXPENSE 

We hear a lot about reducing our government expense. 
Why? Because people say it would lessen our tax burden. 
It is common practice in almost any business to work for 
greater efficiency so that cost of production will be lower. 
You all agree that is good business. With 100 per cent co- 
operation of everyone in our profession, the services rendered 
to our doctors could be considerably increased at much less 
expense. Here are two important items. 

1. Of the 3,300 nonmembers in our profession there are 
at least 2,000 who are financially able to help carry the burden 
of expense. That would add another $100,000 to our yearly 
income. 

2. Of the almost 8,000 members, about half require second 
and third dues notices. A quarter of them receive notices 
several times. If everyone paid his dues when he received 
the first notice, several thousand dollars of overhead expense 
could be saved in the A.O.A. office. 

Each member of the Board of Trustees, and every dele- 
gate and alternate representing divisional societies in the House 
of Delegates pledged help to the membership committee in 
the work of collecting delinquent dues for the current year. 
If you have not as yet paid your dues for the current year, 
do so now and save extra work and your own embarrassment. 
If you know nonmembers who are eligible and financially 
able to maintain A.O.A. membership, urge them to join. 


“This Is Membership Year.” 

1. Pay dues immediately. 

2. Urge nonmembers to help carry the burden. 

Help increase A.O.A. efficiency so that greater service 
can be given members of the osteopathic profession. 
Again—“This 1s Membership Year.” 

Make it 8,000 by June 1, 1950. 


Sternuen B. D.O. 


MEMBERSHIP REPORT AS OF NOVEMBER 1, 1949 
Membership count, October 1, 1949.. 7,834 
Applications received in October, 1949 
Graduates licensed in October, 1949. 


Deaths and resignations in October, 1949 
Membership Count, November 1, 1949.00.00 


HONOR ROLL 


Thomas Baker Morris F. Beal Dorothy J. Marsh 


GRADUATE COURSE OFFERED 
Philadelphia Cellege of Osteopathy—The Graduate School. 
—Advanced courses in osteopathic cranial therapy, January 
23-28. Class limited. Tuition $150. Make application to the 
office of the Dean, 48th and Spruce Sts., Philadelphia 39. 
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JOHN W. MULFORD, D.O. 
Chairman 
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BUREAU OF PUBLIC EDUCATION ON HEALTH 


JOHN P. WOOD, D.O. 
Chairman 


Birmingham, Mich. 

PUBLIC EDUCATION ON HEALTH CONFERENCE 

For the third consecutive year the Bureau of Public 
Education on Health of the American Osteopathic Association 
will hold a conference relating to public health problems. 
The conference, as before, will be held in Chicago and the 
date set this year is January 28. As has been the custom 
in previous years the Public Education on Health Conference 
will form an integral part of a series of conferences and dis- 
cussions held by leaders of the osteopathic profession at that 


time. On January 26 and 27, the 2 days preceding the Public 
Education on Health Conference the Council on Osteopathic 
Education of the American Osteopathic Association will meet. 
On the 2 days following the Public Education on Health Con- 
ference, the Society of Divisional Secretaries will hold a 
conference. The dates for the Society of Divisional Secre- 
taries’ meeting are January 29 and 30. 

The agenda for the Bureau of Public Education on Health 
Conference has already been tentatively prepared and its 
content, as usual, only awaits further suggestions and recom- 
mendations from members of the divisional societies. In the 
past the divisional society officers and members have taken 

(Continued en page 235) 
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